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During a visit to some European clin- 
ics, procedures of interest were observed 
which differed from the accepted pro- 
cedures in the foremost clinics in Amer- 
ica. In no sense is this a critical compar- 
ison. The surgical clinics were connected 
with the medical departments of the fol- 
lowing universities and well may be tak- 
en as representing a cross section of sur- 
gical thought throughout Europe: 


. University of Paris. 

. University of Rome. 

. University of Milan. 

. University of Bern. 
University of Zurich. 

. University of Vienna. 

. University of Prague. 
University of Munich. 
University of Frankfort. 
10. University of Hamburg. 


With few exceptions, all European sur- 
geons are agreed that partial gastrectomy 
is the operation of choice in all types of 
chronic duodenal and gastric ulcer. Fin- 
sterer of Vienna, in 529 cases of duodenal 
ulcer did a gastric resection in 97.5 per 
cent, and a gastro-enterostomy in 2.5 per 
cent, advancing the following reasons for 
doing partial resection: 


1. A large number of duodenal ul- 
cers are complicated by multiple 
ulcers and chronic gastritis. 


2. The incidence of gastro-jejunal 
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NOTE—Part of the above is from a paper by 
Dr. Charles Sturgeon, Los Angeles, read before 
some Pacific Coast organization. Dr. Sturgeon and 
I were members of the same party making this 
tour. 


*Read before the Southeastern Medical Society, 
Talihina, Oklahoma., June 26, 1934. 





ulcers following gastro-enteros- 
tomy is very large. 


. The relief of symptoms follow- 
ing gastro-enterostomy is unsat- 
isfactory. 


. The removal of the ulcer itself 
removes the danger of obstruc- 
tion, hemorrhage, and perfora- 
tion. The unfavorable irritation 
arising in the ulcer bed, muscle 
and angiospasm, as weli as hy- 
persecretion, are eliminated. 


. The total removal of the antrum 
excludes the region in which 
-— secretory and motor stim- 
uli. 

. The free flow of the contents of 
the stomach is insured with the 
best possible avoidance of stag- 
nation and irritation from its 
acid secretion. 


It was emphasized that the gastric and 
duodental lesions differ in Europe from 
those in America in that they are usually 
larger, multiple, more extensive, and oft- 
en associated with extensive inflamma- 
tory changes in the mucosa. The inci- 
dence of multiple ulcers varied consider- 
able among the different surgeons, Sch- 
meiden of Frankfort demonstrating ap- 
proximately thirty resected stomachs 
showing multiple duodenal and gastric ul- 
cers with chronic gastritis, Clairmont of 
Zurich giving the incidence of combined 
duodenal and gastric ulcers as above 5 
per cent and stating that about 75 per 
cent of duodenal ulcers are associated 
with some type of gastritis, while de 
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Quervain of Bern said that he rarely 
found associated gastric lesions in duo- 
denal ulcer. Sebening of Schmeiden’s 
Clinic, reviewing 25,000 cases of partial 
gastrectomy, reports an incidence of only 
0.7 per cent gastrojejunal ulcer, and 
claimed that the different European clin- 
ics show an incidence of between 10 and 
40 per cent of gastrojejunal ulcers fol- 
lowing gastro-enterostomy. Bastionelli of 
Rome resects the stomach in practically 
all duodenal and gastric ulcers, making 
the statement that gastrojejunal ulcer 
follows gastro-enterostomy in 20 per cent 
of cases in Italy and France. 


For bleeding peptic ulcer, Finsterer of 
Vienna recommends partial gastrectomy, 
advocating prompt operation, while von 
Eiselsberg also of Vienna transfuses in 
bleeding ulcer and if the hemorrhage is 
not controlled then resects the stomach, 
but stated that only rarely was the hem- 
orrhage not controlled by transfusion. 


Allessandri of Rome determines the to- 
tal acidity and free HCL after a Boas 
test meal, wine, and meal and wine, and 
finds that the wine and meal and wine 
tests give a higher reading than after the 
Boas meal. 

The privilege of seeing von Eiselberg, 
eighty years of age, hale and hearty, do 
two gastric resections one morning at the 
old Billroth Clinic, was appreciated. Here 
in the Billroth Clinic was done the first 
gastro-enterostomy and this clinic has al- 
ways held a prominent place in gastro- 
intestinal surgery. von Eiselberg does 
not believe that gastric ulcers are often 
prone to malignant changes. In gastric 
hemorrhage from peptic ulcer, as stated 
before, he operates only if transfusion 
does not control the hemorrhage; and in 
perforation he resects the ulcer, repairs 
the site of perforation and then does a 
gastro-enterostomy. He resects the stom- 
ach in duodenal and gastric ulcers, if they 
do not respond to medical treatment, do- 
- ing a Billroth No. 1 if the ulcer is small, 
and a Billroth No. 2 if the ulcer is large. 
Most surgeons, however, do a posterior 
Polya type of anastososis although de 
Martel of Paris and Bastionella of Rome 
do a Billroth No. 2, and Finsterer does 
the Hoffmeister-Finsterer type. 

GALL BLADDER P 

For removal of the gall bladder the 
Kocher incision was generally used, and 
the gall bladder removed from below up- 
ward after first isolating and ligating the 


cystic duct and artery separately. Sev- 
eral cases of obstructive jaundice due to 
carcinoma of the head of the pancreas 
were observed and with few exceptions a 
cholecysto-gastrostomy was done. How- 
ever, Allesandri always makes the anas- 
tomosis between the common duct and 
the stomach in cases of obstructive jaun- 
dice due to stricture of the common duct 
or carcinoma of the head of the pancreas, 
even when the gall bladder is normal. He 
prepares his jaundice patients with intra- 
venous injections of urotropin and calci- 
um chloride. 
GOITRE 


In the de Quervain Clinic, Bern, Swit- 
zerland, toxic adenoma of the thyroid is 
rarely seen, and only occasional is the hy- 
perplastic type noted; the large adenoma- 
tous, non-toxic, type predominating. de 
Quervain, however, contends that toxic 
goitre is increasing each year. In the non- 
toxic adenomata, surgical intervention is 
done only in substernal goitre and those 
making pressure, never for the cosmetic 
effect. He uses local anesthesia, removes 
only part of one lobe, just enough to re- 
lieve pressure, and ligates the inferior 
thyroid artery before attacking the gland. 
The inferior thyroid artery in these cases 
is unusually large. The same type of goitre 
predominates in the Breitner Clinic, Vien- 
na, and in the Schmeiden Clinic at Frank- 
fort, and only rarely is the toxic type ob- 
served. Jirasek, Prague, states that more 
and more patients with hyperplastic toxic 
goitre are seen each year, that they all 
come late for treatment, that they are us- 
ually in a very serious condition, and that 
as a result his operative mortality is 10 
per cent. He attributes the increase in 
the number of toxic goitres to the taking 
of iodine. He has had a very low inci- 
dence of carcinoma of the thyroid, and 
this has also been the experience of Sch- 
meiden. On the other hand, de Quervain 
reports an incidence of between 5 and 7 
per cent of carcinoma in the adenomatous 
goitre. Schmeiden routinely ligates the 
first two super or thyroid arteries and 
then the two inferior thyroid arteries in 
cases of hyperplastic goitre. No further 
surgery is done in the majority of cases; 
however, if the patient does not suffi- 
ciently improve a subtotal resection is 
done. Sudek of Hamburg recommends to- 
tal thyroidectomy in all patients having 
severe hyperthyroidism, in all cases of 
hyperthyroidism with cardiac damage, 
and in all cases of carcinoma of the thy- 
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roid. To all of these patients thyroid ex- 
tract is given postoperatively. 
GYNECOLOGY 

In fibroid of the uterus, hysterectomy 
when done by the abdominal route was in- 
variably done supravaginally, the only ex- 
ception being Strassman of Berlin who 
routinely does a complete hysterectomy. 
His statistics show carcinoma develops in 
5 per cent of the cervices when left. The 
cervix is covered usually by peritoneum, 
but the round ligaments and the adnexzl 
pedicles are but rarely sutured to the cer- 
vical stump. 

Carcinoma of the cervix is treated with 
radium alone, or with surgery and radi- 
um, while a few advocate surgery alone 
if the case is at all operable. Superiority 
of radium over surgery is claimed by Dod- 
erlein of Munich, Seitz of Frankfort, Pes- 
talozza of Rome, Walthard of Zurich, and 
Stockel of Berlin; Faure of Paris and 
Weinbel of Vienna recommend the Wer- 
theim operation for carcinoma of the cer- 
vix. Adler of Berlin does a vaginal hys- 
terectomy under local anesthesia, using 
one-fifth of one per cent tutocain, and 
scopolomine and morphine sulphate pre- 
operatively. Immediately following op- 
eration he inserts 45 mg of radium, be- 
gins x-ray treatment at the end of two 
weeks, and radium again at the end of 
two months. He claims a 36 per cent five- 
year cures, which he attributes to the fact 
that he gets his cases early. In 600 cases 
of carcinoma of the cervix operated by 
the vaginal route his operative mortality 
was 3% per cent. In his first 100 cases 
the operative mortality was 12% per cent. 
He states that the abdominal Wertheim 
operation gives a 15 per cent mortality 
and 1 per cent urinary fistulae. If cysti- 
tis develops from the use of radium he 
keeps a permanent catheter in the blad- 
der for eight days. For prolapse he does 
the Shauta-Wertheim (Watkins) interpo- 
sition operation, and if the patient has not 
reached the menopause, he ties off the 
tubes. 

ANESTHETICS 

The anesthetic of choice in most clin- 
ics is ether through a closed mask with a 
rebreathing bag. Spinal anesthesia has its 
advocates, while others employ local an- 
esthesia almost exclusively. Avertin is 
used in but few cases, and gas was used 
in only one clinic. 


’ MISCELLANEOUS 
Allessandri withdraws 10 cc. of spinal 
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fluid and after giving spinal anesthetic 
of tutocain, he injects the 10 cc. of spin- 
al fluid into a vein in order to prevent 
headache and to decrease the incidence of 
urinary retention. 


Cultures are taken from within the cer- 
vix of all patients admitted to the gyne- 
cological service of Walthard of Zurich, 
which are grown on the patient’s own se- 
rum for twenty-four hours. If the culture 
is positive, the patient is kept in bed for 
ten days before operation in order to let 
the organism die out, which he claims it 
will do if the patient does not have sexual 
intercourse. In gonorrhea he keeps the 
patient in bed for six weeks, and reports 
that with this treatment alone the gonoc- 
cocus will die out. In his clinic, obstetri- 
cal cases are permitted out of bed for ten 
minutes on the fourth day. 


Pestalozza (Rome) believes that the 
practice of birth control causes fibrosis of 
the uterus. On his service one out of ten 
admissions is for ectopic gestation which 
he attributes to gonorrhea, and states that 
90 per cent of all women admitted to his 
service have this type of infection. 


Strassman (Berlin) scrubs his hands 
for ten minutes, washes in sterile water 
for five minutes, and then dusts his hands 
with dry boric acid powder; he also places 
boric acid powder in the fat layer of the 
abdomen after the fascia has been closed 
in suppurative cases, claiming that it les- 
sens infection and postoperative cystitis. 
For drainage he uses ostrich feather and 
pigeon feather quills with wicks. He does 
not routinely remove the appendix when 
doing a hysterectomy, believing that it in- 
creases the operative mortality; in fact, 
in no clinic was incidental appendectomy 
observed. 


Pestalozza x-rays pregnant women at 
the seventh month, at which time the soft 
tissues show on the plate, and he deter- 
mines the sex by the presence or absence 
of the scrotal shadow. 

Sauerbuck of Berlin reported nine suc- 
cessful cases of anastomosis between the 
stomach and the esophagus in cases of low 
organic stricture of the esophagus. He 
opens the chest posteriorly, brings the car- 
dia up through an opening in the dia- 
phragm into the pleural cavity and per- 
forms anastomosis above the stricture. 
Two cases which he demonstrated were 
able to swallow with ease. 


In cases of non-union of bone Schmeid- 
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en withdraws 25 cc. of the patient’s blood 
and injects it between the fragments and 
the ends of the bone to stimulate callus 
formation. This repeated every two weeks. 


In one clinic in Rome they were filling 
the bone cavity in osteomyelitis with a 
mixture of plaster of paris and idoform. 
The results were not too brilliant. 


Many beautiful pathologic specimens 
were observed in the museum of Professor 
Brindeau, Paris, the specimens retaining 
their natural colors. This result is ob- 
tained by placing the specimen in Kaiser- 
lein’s solution for ten days when the tis- 
sue becomes white in color. It is changed 
on the tenth or eleventh day into new Kai- 
serlein’s solution and the specimen takes 
on its natural colors. 

At the Pasteur Institute a 20-year-old 
culture of tubercule bacillus on bile media 
is changed daily and from this prepara- 
tion, “BCG” tuberculin is made for the 
prophylactic use in the newborn. This is 
supplied free on telegraphic request 
throughout France. 

The Radium Institute of Paris, with 
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Mme. Curie at the head, is supported by 
the Pasteur Institute. Here they have 
thirteen grams of radium and carry on a 
great deal of research in addition to the 
clinical work. This clinical work consists 
of about 600 cases a year, being largely 
confined to superficial lesions, i.e., car- 
cinoma of the skin, tongue, cervix, etc. 
When radium is used about the jaws the 
teeth are never pulled for five or more 
years after the radium is used because of 
a severe necrosis of bone which develops 
if extractions are made before that time. 
They have found that only 20 per cent of 
enlarged glands associated with carcino- 
ma of the lip are malignant, but that 80 
per cent of enlarged glands associated 
with carcinoma of the tongue are due to 
extension of the growth. In carcinoma of 
the lip, if the case is to leave Paris and 
not be under their supervision, operation 
is performed. If the patient is to remain 
in Paris they depend entirely on radium 
and do not operate. An attempt is made 
to re-examine all cases each year on the 
anniversary of the day of treatment. 





NON-SURGICAL MANAGEMENT OF BENIGN PROS- 
TATIC HYPERTROPHY 





S. F. WILDMAN, M.D. 
OKLAHOMA CITY 





More than a century ago Sir Benjamin 
Brodie wrote the following: “When the 
hair begins to turn gray, when about the 
periphery of the cornea there appears an 
opacity, when the arterial tree begins to 
show sclerosis, frequently, I would say al- 
most invariably, the prostate increases in 
size.” Most authorities contend hyper- 
trophy of the prostate occurs in 34 to 40 
per cent of men above the age of fifty. 


Urologists as a rule avoid discussing 
this subject with their patients, and like- 
wise have done little or nothing to prevent 
this troublesome affection. 


Today, although public health promo- 
tion and social hygiene propaganda have 
brought public attention to subjects that 
have been formerly taboo—reticence and 
ignorance continue to shroud the topic of 


male anatomy, and men are woefully un- 
educated on the subject of prostatic dis- 
ease. 


The prostate is a sexual organ, partly 
glandular and partly muscular. Normally 
it is about the size and shape of a horse 
chesnut, smooth and firm in consistency. 
Because of its location at the neck of the 
bladder and intimate relation to the ure- 
thra it is particularly exposed to bacterial 
invasion. 

There are two physiological functions 
which this gland performs: First, it as- 
sists in opening and closing the urinary 
bladder, and second, it secretes the fluid 
essential for virility and fertility. Be- 
cause this secretion is a most favorable 
medium for bacterial growth, the gland 
often becomes the site of persistent low 











grade infection. Indeed, the prostate is 
the vulnerable spot of the male anatomy. 


Ciechanowaski, in 100 cases, reported a 
most exhaustive study on a large number 
of hypertrophied prostates with the re- 
sultant conclusions that benign prostatic 
enlargement is an inflammatory process; 
that the inflammation has extended from 
posterior urethra and was probably pre- 
ceded by a urethritis. This inflammatory 
process within the gland results in scar 
tissue formation around the excretory 
ducts by blocking off the elimination of 
prostatic secretions, causing cystic dila- 
tion of the gland and ultimately results in 
an enlargement of one or more lobes. 


Green and Brooks carefully studied fif- 
ty cases of hypertrophied prostates and 
were fully convinced that hypertrophy 
was inflammatory in origin in every case. 
They demonstrated inflammatory exuda- 
tions of interstitial hyperplasia of suffi- 
cient degree to fully account for the en- 
largement. 


There is much divergence of opinion as 
to the interpretation of the term inflam- 
mation. Inflammation is the local tissue 
reaction to irritant—no matter how mild. 


It has been argued from the clinical 
standpoint that the urethra and prostate 
are not inflamed unless pus is present. 
This view is not correct. Regardless of 
whether or not there is always infection 
with inflammation, the treatment is in- 
variably the same. 


Assuming that some toxic agent—bac- 
terial bio-chemical or otherwise within 
the prostatic scini gradually causes chang- 
es which lead to enlargement, urological 
literature was reviewed to determine if 
such an opinion was tenable. 


There was found a very definite con- 
sensus of opinion that the existence of ir- 
ritating intra-prostatic substance is the 
likely cause of prostatic enlargement and 
the pathological findings are those of hy- 
perplasia. 

The remote thought to cause or con- 
tribute to this hypertrophy is previous in- 
flammatory processes, prolonged ungrati- 
ified sexual desire, protracted habit of 
withdrawal, constipation, sedentary hab- 
its, exposed to cold or truma. 


The consistency of the gland is directly 
proportional to the amount of glandular 
or stromatous hyperplasia—soft if gland- 
ular hyperplasia preponderates, but if 
firm stromatous hyperplasia is more 
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prominent. The consistency of the benign 
hypertrophied prostate is slightly firmer 
than that of the normal gland—moder- 
ately soft, never the stony-like hardness 
of the malignant prostate. From the clin- 
ical standpoint the value of massage rests 
largely on whether the obstructive lesions 
are benign hyperplasia or neoplasia. 


When a patient over fifty years of age 
complains of frequency, nocturia and 
dribbling, suspicion at once falls on the 
prostate. As the first step in the exam- 
ination a digital exploration through the 
rectum should be made. The purpose of 
this exploration is to obtain not only the 
usual information as to size, shape and 
consistency of the gland, but more spe- 
cifically to determine if the tissue beneath 
the deepest part of the urethra presents a 
groove significant of lateral lobe hyper- 
trophy or an elevation significant of men- 
ian lobe enlargement. 


If, in place of the soft chesnut-like body 
which is hardly recognized except by the 
skilled touch, the finger encounters a 
rounded, dense mass, moderately soft in 
consistency, there is benign hypertrophy 
of the prostate; if it is large and soft, 
there is a preponderance of the glandular 
hyperplasia; if it is small and firm, the 
connective tissue predominates. 

Cystoscopic and cysto-urethroscopic ex- 
amination should be done to determine if 
a bar, stone or contracted bladder neck is 
present, or if there is a bulging of the 
prostate in the bladder. 

The differential diagnosis of the benign 
hypertrophy from that of carcinoma is of 
great importance. Cunningham, in the 
1933 Year Book Series, reports 20 per 
cent of 222 cases of hypertrophied pros- 
tate were malignant. 


Benign hypertrophy is elastic in con- 
sistency and regular in outline; malignant 
hypertrophy is stony and hard in consist- 
ency and irregular in outline. 


The non-surgical treatment of hyper- 
trophy is massage. We believe massage, 
following the stage of acute congestion, 
will prevent hypertrophy. The effect mas- 
sage will have on the gland already hy- 
pertrophied depends entirely on _ the 
amount of scar tissue formation. 


Massage increases the flow of blood 
through the gland promoting the removal 
of toxins and cellular debris and it also 
empties the pus pockets if any are pres- 
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ent, thus relieving the engorged lymphat- 
ics and blood vessels of the stroma. 


Through massage the amount of secre- 
tion is lessened, the edematous feel of the 
gland changes to normal consistency, sen- 
sitiveness decreases, the frequency and 
difficulty in voiding is lessened and of- 
times the residual urine disappears. 


The prostate should be massaged about 
once a week—or as often as required to 
allay urinary symptoms and reduce the 
inflammation and edema. The amount of 
pressure exerted by the massaging fin- 
ger varies according to the sensitiveness 
of the gland. 


It is very necessary to pay close atten- 
tion to the median lobe as this is the area 
of most constant involvement—usually 
the most sensitive area and that which 
requires most treatment. 


Errors may be made in attempting to 
prevent hypertrophy that already exists, 
and the patient therefore misled. Hyper- 
trophy can only be prevented in the stage 
of acute congestion before scar tissue has 
been formed. 


Carcinoma, tuberculosis and calculus of 
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the prostate should not be treated by mas- 
sage. 

I do not wish to impress you with the 
idea that every enlarged prostate can be 
managed non-operatively, nor that a large 
prostate can be reduced to nothing. It is, 
however, my opinion that many prostates 
which are being treated surgically would 
yield equally good or better results by this 
conservative treatment. A large prostate 
that will not reduce and continues to cause 
marked residual urine, should, ‘if other 
conditions warrant, be removed. 


CONCLUSION 


1. The prostate is highly susceptible to 
infection and benign hypertrophy is 
caused by a local intra-prostatic irritant. 

2. Benign hypertrophy may be prevent- 
ed by early massage at regular intervals. 

3. Many prostates removed surgically 
could have been satisfactorily treated by 
non-surgical methods. 


4, All men past the age of fifty are po- 
tential prostatics. I urge all men past 
fifty to have a careful prostatic examina- 
tion twice a year. 
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THE CLINICAL COURSE OF URETERAL ANOMALIES 





D. W. BRANHAM, M.D. 
OKLAHOMA CITY 





Various degrees of duplication of the 
ureters and kidney pelvis constitute a 
rather common anomaly of the upper uri- 
nary tract. It is said to occur in approx- 
imately two or three per cent of all indi- 
viduals. It probably is present more times 
than we are aware as it often gives no 
outward sign of its existence. However, 
it commands our interest in being a basic 
factor in the development of pathological 
states—the most important that of chron- 
ic infection. 


For reasons not thoroughly understood, 
malformations of organs predispose them 
to disease. Possibly the faulty form is 
only a visible manifestation of concom- 
itant anomaly of structure having to do 
with the function of the organ. As a prop- 
erly functioning urinary tract rarely be- 
comes seriously diseased, developmental 


defects affecting physiology certainly 
must accompany anatomical deformities. 


When one considers the complex em- 
bryonic growth of the genito-urinary tract 
it seems amazing that more individuals 
do not present gross deformities. The two 
systems not only rise from mutual em- 
bryonic sources but are intimately related 
in their fetal growth. The ureter devel- 
ops from the posterior wall of the Wolf- 
fian duct through a process of budding. 
As it grows there is a fusion of its distal 
end with the primitive kidney tissue to 
form the complete kidney and renal tract. 
That portion tracing its origin from the 
Wolffian duct becomes the collecting part 
of the kidney, i. e., ureter, pelvis, calices 
and collecting tubules, and that which is 
derived from the primitive kidney tissue 
becomes the glomeruli and convoluted tub- 
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ules. As the urorectal septum divides the 
cloaca into the rectum and bladder there 
occurs an anterior shift of the Wolffian 
duct.and ureter away from the rectum. 
At first discharging their contents inta 
the primitive bladder and urogenital si- 
nus by means of a common orifice, as de- 
velopment proceeds, they separate and 
come to open into these structures by in- 
dividual orifices. In the male the Wolf- 
fian duct becomes the vas deferens, sem- 
inal vesicles and ejaculatory duct, but in 
the case of the female it atrophys and a 
separately developed structure, called the 
Mullerian duct, which rises probably from 
the Wolffian duct, becomes the tubes, 
uterus, vagina and vaginal vestibuie. It 
may be observed that the bladder proper, 
originally a portion of the cloaca, is of 
entodermal origin while the ureter and 
trigone from the Wolffian duct are meso- 
dermal. 


It may be readily seen that the possi- 
bilities for renal and ureteral anomalies 
are many and varied. There may be a 
splitting of the uretral bud to form mul- 
tiple ureters and pelves which, fusing 
with different portions of nephrogenic tis- 
sue, result in multiple kidneys. Redupli- 
cation may range from a simple bifid pel- 
vis on one side to complete bilateral re- 
duplication on both sides of the body. 
There may be a fusion of the two ureters 
anywhere along. their course and they 
may have one or more orifices opening 
within or without the bladder. They may 
be enclosed in a common sheath or may 
have individual sheaths. Duplication of 
the pelvis, as a rule transverse in its place 
of separation, can be perpendicular with 
one pelvis in front of its fellow. The up- 
per pelvis is usually the smaller and more 
poorly formed than the normal. With 
complete duplication the lowermost ori- 
fice is usually associated with the upper 
pelvis. 


The rectum or even the intestinal tract 
may be a site for ectopic orifices. They 
may open anywhere on the trigone or the 
floor of the posterior urethra as far for- 
ward as the sphincter. When searching 
for them it is useless to look anywhere 
except in the trigonal region or on the 
floor of the urethra—never on the roof. 
The male may have openings anywhere 
along the genital tract, the ejaculatory 
duct, seminal vesicles or vas deferens, and 
in the case of the female, one can expect 
to find them in the vaginal vestibule, va- 
gina, cervix, uterus or even in the tubes. 
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In the vestibule they usually lie a bit be- 
low and lateral to the external meatus and 
may give the erroneous complaint of blad- 
der incontinence because of the constant 
dribbling. 


The kidney pelvis and ureter is a high- 
ly specialized bit of mechanism, depend- 
ing a great deal on an efficient neuro- 
muscular make-up in order to properly 
propel fluid downward. Therefore, it is 
not the faulty development in form that 
interests us so much as the fact that the 
same etiologic factor responsible for ana- 
tomical changes may have affected the 
functional components of the renal tract. 
Because of this we have the production of 
mild urinary stasis which may be contin- 
uous or intermittent, of a spastic or atonic 
type, and may give rise to symptoms in 
the form of painful reflex peripheral stim- 
uli. Infection tends to supervene, stones 
form, strictures develop and hydrone- 
phroses of undetermined origin manifest 
themselves more frequently than were the 
case if these structures normally devel- 
oped. It is also an impression gained from 
clinical experience that in those cases pre- 
senting unilateral anomaly, dysfunction 
producing pathology may be present even 
in the supposedly normal side. 


The symptoms arising from anomalous 
development of the ureter or pelvis usu- 
ally date from the onset of pathological 
states; the most common is chronic in- 
fection. However, if careful inquiry is 
made in a number of cases one will be 
able to get a history of ill-defined aches 
or pains in the back or lower abdomen. 
Sometimes attacks of bladder frequency 
or urgency may be complained of. As in- 
fection supervenes these symptoms be- 
come pronounced and medical advice may 
be sought because of frequent attacks of 
renal colic or pyelonephritis. 


The diagnosis of anomalies has been 
greatly facilitated by the use of intraven- 
ous methods of delineating the urinary 
tract. Retrograde pyelography, because 
of inadequate filling, would frequently 
miss the condition entirely. In double ure- 
ters only the one ureter traversed by the 
catheter would fill and in the case of 
double pelvis the catheter entering usual- 
ly the top pelvis would fail to fill the low- 
er unless injection is made on withdraw- 
al. Hence, in the absence of intravenous 
urography it is rather important to make 
pyeloureterograms. 


Anomalies play an important part in 
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the urological conditions of children. With 
them a preliminary intravenous urogram 
should always be made before cystoscopy. 
This often will give the clue to the diag- 
nosis, if not the complete x-ray diagnosis 
in itself, and make retrograde injection 
unnecessary. Uroselectan, as a rule, re- 
veals pelvic duplication more satisfactor- 
ily than the cystoscopic method, but be- 
cause of indefiniteness of outline of the 
ureter one may miss ureteral duplication 
entirely. In a routine pyelogram one may 
suspect pelvic duplication if the injected 
pelvis is rather highly placed and small, 
and has a poorly developed contour. With 
these it is wise to check the x-ray plates 
with an intravenous injection of uroselec- 
tan. 


When double ureters are encountered, 
one should catheterize them separately, do 
a functional test and examine the indivi- 
dual specimen of urine obtained for the 
amount of infection present in each pel- 
Vis. 

In most instances treatment resolves it- 
self in the medical or surgical care of the 
superimposed pathology. When function- 
al disturbances accompanied with pain or 
other distressing reflex symptoms are 
present and no apparent obstruction or in- 
fection can be demonstrated, the use of 
atropine in adequate dosages may give 
a considerable amount of relief. It may 
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be given in much the same manner as 
is used in the treatment of children for 
pylorospasm. At times even when no ob- 
struction can be proven to be present, the 
passage of a large caliber catheter has 
been found to exercise almost a magical 
influence in relieving symptoms. Wheth- 
er this is due to the dilatation of large 
caliber strictures or a massaging action 
on localized spastic areas in the muscul- 
aris cannot be determined. Empirically, 
it is a satisfactory procedure in a goodly 
percentage of cases. 


These individuals should be carefully 
watched for the onset of infection and 
when it occurs vigorous attempts should 
be made to eradicate. Foci of infection 
searched for and removed, general health 
improved, urinary antiseptics, pelvic lav- 
age, ketogenic diet, all may be necessary 
in order to do so. One should be con- 
tent with nothing less than a complete- 
ly sterile urine before discharzing these 
patients as cured. Pus may disappear 
under treatment but bacilluria persist 
and recurrences are probable. Because 
of the destructive influence chronic in- 
fections have on the tissues, motility is 
further hampered and serious renal dam- 
age results. For this reason the presence 
of an anomaly of the pelvis or ureter sig- 
nifies that the afflicted individual is a po- 
tential candidate for serious kidney path- 


ology. 





VESICULAR ERUPTIONS OF THE HANDS AND FEET 





W. A. SHOWMAN, M.D. 
TULSA 





Of the more common dermatoses en- 
countered in a dermatological practice, 
the various types of vesicular eruptions 
occurring on the hands and feet comprise 
a very high percentage of the cases pre- 
senting themselves for diagnosis and 
treatment. This is not only true to the 
dermatologist, but equaled in frequency 
to those doing general work as well as 
internist, and even to those doing surgery 
and especially to those who do consider- 
able industrial surgery. It is my purpose 
to review briefly the most.common vesic- 
ular eruptions occurring on the hands and 
feet, with especial reference to the proper 


recognition in order to avoid untoward 
reactions from misdirected treatment. 


The fads and fashions of medicine en- 
joy their respective enthusiasm, as do all 
other fashions, but time soon relegates 
them to their proper places, and in so do- 
ing material gain results, yet over-enthusi- 
asm, in many instances, results in appre- 
ciable harm at times. For the past number 
of years, especially since Mouktar’ called 
to the attention of the medical profession 
that many of the dysidrotic eruptions on 
the hands and feet were mycotic in origin, 
there has been a vast amount of literature 
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accumulated supporting his view, but dur- 
ing the height of this enthusiasm we have 
lost sight that not all vesicular eruptions 
occurring on the hands and feet are 
mycotic in origin. Recently ‘Mitchell’ 
called our attention to a series of twelve 
cases which resembled a mycotic infection 
clinically, but no demonstrable fungus 
either by culture or direct examination. 
Lehman’ more recently reminded us that 
the etiological factor, exclusive of fun- 
gus infections in these vesicular erup- 
tions, may be varied. He presented cases 
to show that they may be toxic, dietary, 
nervousness, dissipation, and constitu- 
tional. Quoting Finnerud’s‘ discussion of 
“Dermatoses, Palms and Sole,” he says: 
“There is too great a tendency on the part 
of the dermatologist to consider vesicular 
or pustular eruptions, largely limited to 
the palms and soles, as ringworm. Such 
a diagnosis should never be made without 
demonstration of the fungi from the le- 
sion on the foot—a procedure which re- 
quires but a few minutes.” To this I 
heartily agree. The prevalence of mycotic 
infections and the accompanying commer- 
cialization of numerous drug houses, with 
their specific fungus cures, has, in my 
opinion, been responsible for many un- 
toward results. 


Excluding the rather unusual derma- 
toses of a vesicular character occurring on 
the hands and feet, the most common ves- 
icular eruptions are, namely: mycotic, dy- 
sidrotic, various types of acute and chron- 
ic dermatitis, either external or constitu- 
tional. The mycotic eruptions occur in 
other forms than just the vesicular, but 
our concern here is the vesicular type. The 
infection is predominantly due to the epi- 
dermophyton, trichophyton, or the oidium, 
a yeast-like fungus. Of course there are 
others, but, for all practical purposes, 
these are the most frequent offenders. 
The first visible sign of this eruption is 
usually on the toes or on the inner surface 
of one or both feet, most often associated 
with some maceration between the toes, 
especially the little and fourth toe. The 
vesicles are intensely pruritic and usually 
localized to a small area at first, spread- 
ing rather rapidly to adjacent areas. In 
the majority of instances, at its beginning 
it is unilateral, thereby differing from dy- 
sidrotic eruptions, since these, in most all 
instances, are symmetrical either on the 
palms and soles together, or singularly. 
The primary lesions are often encountered 
on the-hands first and their general ap- 
pearance is the same. In addition to the 


primary phytotic eruptions occurring on 
the hands and feet we see quite frequent- 
ly a secondary eruption which is known as 
the phytids. These are thought to be the 
resultant factor of toxic absorption of the 
fungus or an actual expression on the skin 
by transference of the fungus by the blood 
stream to other parts from an original 
infection. These eruptions are most often 
symmetrical on the hands, but, occurring 
elsewhere on the body, the symmetry leads 
one to believe that the toxic substances 
are responsible rather than the fungus it- 
self. If there is any question of diagnosis 
as to whether one is dealing with a fun- 
gus infection, this can, in a large percent- 
age of the cases, be settled with little ef- 
fort on the part of the physician by clip- 
ping the tops of several vesicles, then plac- 
ing them on a slide with the cut surface 
up, adding a few drops of 20 per cent 
K.O.H. preparation. In a few minutes one 
will find the spores, or the branching 
forms of the fungus. In doubtful cases, 
if time permits, which it usually does not 
in private practice, culturing the fungus 
on suitable media will, in the course of 
several weeks, show the offending organ- 
ism. The use of the newer substances, 
like trichophytin and oidiomycin, are not 
diagnostic of a fungus infection. Many 
skins will give a positive test in absence 
of any infection. 

Dysidrosis, or phomplyx, in my opin- 
ion, still should be considered a disease 
entity. In this eruption the onset is usu- 
ally sudden, often occurring over night 
and being symmetrical. The lesions are 
deep-seated vesicles, preceded or accom- 
panied by burning or stinging sensations 
rather than itching. As a rule, they are 
found on the palms and palmar surfaces 
and between the fingers; also on the plan- 
tar surfaces of the feet. The causes vary, 
as pointed out previously; they may be 
toxic or intestinal, especially, as Eng- 
man’ states: “The removal of all protein 
from the diet certainly benefits these 
cases.” Nervousness and dissipation play 
a very important part in the causation of 
this disease. 


Eczema occurring on the hands and feet 
of a vesicular type usually does not pre- 
sent much difficulty in diagnosis, yet the 
etiological factor may tax one’s best ef- 
forts. The erythematous vesicular eczema 
is encountered frequently and very often 
treated for a mycotic infection with ex- 
acerbation of the process. The various oc- 
cupational and contact dermatitis are, for 
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all practical purposes, similar in appear- 
ance. The usual erythematous, exudative, 
vesico-papular, and pustular type erup- 
tion, with the secondary lesions of fissur- 
ing and crustation along with the history 
of an irritating substance, will lead one 
to suspect an external irritant. Patch 
testing these cases, one will find the of- 
fending agent, in a large percentage of 
cases. The eczemas of metabolic origin, 
as a rule, do not limit their manifesta- 
tions to the hands and feet. In the course 
of time there will be eczematous lesions 
elsewhere on the body. 


During the past few months I have had 
the experience of treating a number of 
these cases, which were treated for ring- 
worm and in which no demonstrable fun- 
gus could be found. In all instances the 
eruption has been made worse by the va- 
rious applications of irritating drugs, eith- 
er on the patients’ own account or having 
been prescribed by their physician. 


REPORT OF CASES 


Case No. 1: Mr. E. F., male, white, age 
51 years, physician. Eruption first ap- 
peared on hands March 8, 1934. Thought 
it to be ringworm and applied kerolysin 
for several days. Noticed the eruption de- 
cidedly worse after the second day’s ap- 
plication. At the onset there was burning 
and stinging which appeared rather sud- 
denly. He had a similar attack one year 
ago. Examination revealed an acute ery- 
thematous vesicular eruption on both 
palms, interdigital spaces, and extending 
on the dorsum of both hands. On both 
palms there were deep-seated vesicles 
without evidence of inflammatory reac- 
tion. Diagnosis: Recurrent pompholyx. 


Case No. 2: J. E., white, adult male, 
age 28 years, truck driver, single. Com- 
plained of an eruption which started on 
both great toes January 24, 1934. No pre- 
vious skin trouble. He thought he had a 
ringworm infection and went to the drug 
store and purchased a bottle of “one shot 
cure”. He applied this daily until the 29th. 
About the second day after the onset he 
noticed a vesicular eruption on both hands. 
Examination showed an acute vesico-bulb- 
ous erythematous eruption on the toes of 
both feet, plantar surfaces, and similar 
less inflammatory lesions of the palms. 
On the right foot there was, in addition 
to the primary lesion, a secondary pyo- 
genic process which was manifested by 
pustulation and lymphangitis. He was 
hospitalized and repeated smears and cul- 
tures were made for fungi but none were 


recovered. Both the trichophytin and 
oidiomycin test gave normal reactions. He 
was placed on an animal-free protein diet 
and hot aluminum acetate packs. Under 
this regime the lesions cleared rapidly. 
No additional preparations were used. 
After being in the hospital he admitted 
that he drank large amounts ‘of beer, since 
he had access to it, and also used hard 
liquors in fairly large amounts. He also 
stated that he would notice blisters on the 
hands after a debauche. The etiological 
factor in this case is unquestionably dissi- 
pation. 


Case No. 3: B. P., white, adult male, 
age 47 years, married, salesman. First 
seen March 10, 1934, for an eruption on 
the palms and flexor surfaces of both el- 
bows which had been present for several 
months. Several days ago he applied sev- 
eral anti-fungicidals because he thought 
it was a fungus infection. Immediately 
afterward he noticed that there was an 
exacerbation of the eruption. Examina- 
tion revealed an acute erythematous vesi- 
cular dermatitis of both palms, distributed 
to the areas of application, In addition, 
he also had an erythematous scaly derma- 
titis on the flexor surfaces of both el- 
bows. There was a definite history of al- 
lergy, being sensitive to ragweed and on 
skin testing he gave a positive four plus 
reaction to tomatoes. The primary erup- 
tion in this case was a dermatitis due to 
tomato. Smears and skin testing for fun- 
gi were negative. 

Case No. 4: J. M. A., age 48, married, 
beer salesman. First noticed an eruption 
on the right finger of the right hand which 
appeared several days after a minor in- 
jury. The eruption disappeared in a few 
days with the application of mercuro- 
chrome. About February 6th he noticed 
an itching vesicular eruption appearing 
on the same finger. He consulted a phy- 
sician who diagnosed the eruption as a 
fungus infection and prescribed kerolysin. 
He used this for several days but noticed 
the eruption spreading over the fingers 
and upon the dorsum of the hand, and 
also noticed intense burning after each 
application. On the 10th he noticed a red 
streak going up the arm and became 
alarmed. Examination, at this time, 
showed an acute erythematous, vesico- 
bulbous and pustular process which in- 
volved the entire dorsum of the right 
hand, extending upon the wrist, all the 
fingers, and the palm of the hand. There 
was considerable swelling with a definite 











lymphangitis up the arm to the axilla. No 
fungi could be demonstrated. Under daily 
injections of staphlo-coccus toxoid and hot 
aluminum acetate packs, the eruption 
cleared in ten days. 


Case No. 5: O. K., age 25 years, single, 
filling station operator, white male. He 
stated that he had an eruption for about 
six weeks on both hands, being first 
noticed after using a cleansing powder on 
the driveway. He was treated by the com- 
pany’s physician and told he had a fun- 
gus infection. A preparation of salicylic 
acid and benzoic acid were prescribed, but 
the hands became more acutely inflamed 
after using this prescription. Examina- 
tion revealed a gauntlet type acute ery- 
thematous vesicular eruption with some 
scaling involving the dorsum of both 
hands and all fingers, being less on the 
palmar surfaces. This is a case of derma- 
titis due to external irritant, an occupa- 
tional dermatitis. 


Case No. 6: T. G., age 42 years, oil field 
worker. The patient had been hospitalized 
for several months on account of an acci- 
dent to the right foot which resulted in 
a slow healing ulcer in the plantar sur- 
faces of the right foot. He developed an 
acute vesicular eruption on both feet and 
hands on December 26, 1933. Kerolysin 
had been applied for two days when first 
seen. The primary eruption was a deep- 
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seated vesicular process on both hands 
and feet, chiefly the plantar surface of 
both feet. In addition to the primary erup- 
tion there was a secondary erythematous 
vesicular dermatitis on both hands and 
feet. Under local applications of hot alum- 
inum acetate, the eruption cleared readily. 
Smears for fungi were repeatedly nega- 
tive. Trichophytin and oidiomycin intra- 
dermal skin tests were negative. The 
eruption in this case was the result of a 
toxic absorption from a slow granulating 
ulcer which was present on the right foot. 


A proper diagnosis is most essential for 
the successful management of any derma- 
toses. 


These six cases are illustrative that all 
vesicular eruptions occurring on the hands 
and feet are not mycotic in origin. The 
untoward complications, such as acute 
dermatitis and pyogenic infections, do oc- 
cur from the injudicious use of various 
fungicidal preparations in lesions occur- 
ring on the hands and feet which are not 
mycotic in origin. 
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TREATMENT OF URINARY TRACT INFECTIONS 





ANSON L. CLARK, M.D. 
OKLAHOMA CITY 





In presenting suggestions for the treat- 
ment of infections of the urinary tract, 
it is essential that we should remember 
that urinary infections are frequently con- 
comitant with other urologic conditions, 
such as obstructions, calculi, tumors, etc. 
Obviously, after the acute symptoms have 
been relieved, the early management of 
such cases should be to identify and re- 
move these pathological conditions. My 
subject today will be confined to a method 
of attack on the actual infection, includ- 
ing cases which have proved resistant to 
other methods of treatment in the past. 


The literature on the treatment of in- 


fections of the urinary tract reveals treat- 
ments of so great variety as to support 
the probability that few, if any, of the 
drugs so glowingly extolled in advertise- 
ments and circular letters are effective. 
With the inventive genius of the modern 
chemist available to the many drtg houses 
throughout the land, it is now possible 
for the general practitioner, as well as the 
urologist, who is seeking some relief for 
a patient with urinary tract disturbances, 
to successfully color the urine almost any 
shade in the spectrum. Could we com- 
pletely discount the patient’s own recuper- 
ative powers, we would probably find the 
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results of the drugs administered, aside 
from the staining of the underwear, were 
largely psychic. 

In infections of the urinary tract, oth- 
er than those due to gonococci or tubercle 
bacilli, statistics from many different 
sources show that by far the greatest per- 
centage of infecting organisms come un- 
der the colon group. The staphylococci 
come next on the list of greatest offend- 
ers causing urinary sepsis, with strepto- 
cocci and a number of gram-negative bac- 
illi, such as B. Pyocyaneous and B. Pro- 
teus and organisms of the paratyphoid 
group making up only a small minority of 
the cases. 


To again return to statistics. In nu- 
merous reports within the last two years 
it has been shown that the percentage of 
satisfactory results obtained by therapeu- 
tic measures, other than where the keto- 
genic treatment was used, was approxi- 
mately 15 per cent. In other words, 85 
per cent of the patients must be placed 
in the columns, “unsatisfactory results,” 
or “condition improved”. Patients clas- 
sified in these last two columns have no 
assurance that their relief will be any- 
thing but temporary. In employing the 
ketogenic diet in the treatment of the bac- 
illary infections and neo-arsphenamine in 
conjunction with methamine and some 
acidifying agent such as ammonium-chlo- 
ride in the coccic infections, it is now pos- 
sible to raise the percentage of cases 
placed in the “satisfactory” column to be- 
tween 60 per cent and 70 per cent. 


How shall we proceed when patients 
present themselves with a history of one 
or more attacks of urinary distress, with 
symptoms of burning on urination, fre- 
quency of urination, urgency, tenesmus, 
pyuria, and hematuria, and in some cases 
with systemic attacks including chills and 
fever and pain in the region of the kid- 
ney? 

Our diagnosis should, first, include a 
visual examination of the urine; in the 
male, the two-glass test is important, and 
in the fémale a catheterized specimen of 
the urine is essential and may be consid- 
ered analagous to the second glass of urine 
in the male. In the great majority of cases, 
such specimens will be hazy and will not 
clear with the addition of acetic acid. A 
microscopic examination of the sediment 
should first be made by placing a few 
drops on the slide over which a cover glass 
is placed; examination is made with the 


“high dry” lens of the microscope. In ad- 
dition to estimates of the amount of pus 
present, often the organisms can be seen 
in this unstained preparation. The cover 
glass should then be removed and the spec- 
imen dried and fixed by heating, after 
which a gram-stain is applied; the slide 
is then examined under the oil immersion 
lens of the microscope. In almost every 
case presenting the symptoms just de- 
scribed, one, or at most, two examinations 
will reveal the invading organisms. In the 
few cases where the type of infecting or- 
ganism is not disclosed by microscopic ex- 
amination, it may be necessary to culture 
the urine. These cultures are made on 
Endo’s medium for bacilli and in glucose- 
brain-broth or blood agar for cocci. When 
the microscopic examination reveals a py- 
uria with none of the more common in- 
fecting organisms present, one must be 
certain to rule out the possibility of a tu- 
berculous infection. 


_ With the information as to the type of 
infecting organism, we are ready to pro- 
ceed with treatment. 


ACUTE BACILLARY INFECTIONS 


In the acute cases, without severe sys- 
temic manifestations, acidification of the 
urine is of paramount importance. This 
is most readily accomplished by the ad- 
ministration of large doses of ammonium 
chloride, either in an aqueous solution or 
in the form of half-gram pills. Six grams 
daily in divided doses may be given with 
safety. Where the infection is accom- 
panied by a marked gastro-intestinal up- 
set and with fever, it may be advisable to 
give 60 grains of methenamine (which is 
provided in sterile ampules) intravenous- 
ly to allay the systemic attack. At times 
calcium-chloride intravenously may be 
used to acidify the urine. This, however, 
is not given with the methenamine. In 
severe cases with considerable fever, ten 
cce.s of a 1 per cent solution of mercuro- 
chrome in 500 cc. of normal saline given 
intravenously will frequently institute a 
chill followed by some additional temper- 
ature rise and then a drop to normal tem- 
perature. This accomplished, the ammoni- 
um chloride orally should be commenced 
when the gastro-intestinal condition will 
permit. 

CHRONIC BACILLARY INFECTIONS 


With acute symptoms relieved a more 
vigorous attack on the invading organism 
may be started. We know, from the work 
of William Mansfield Clark, that it is 
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practically impossible sufficiently to acid- 
ify the urine and thereby completely in- 
hibit the growth of the bacilli. 

Some patients will be entirely freed of 
the organism by the addition of methena- 
mine to the therapeutic measures already 
taken to acidify the urine. .In many in- 
stances, the ketogenic treatment of bacil- 
luria will be a real addition to your arma- 
mentarium. While on the staff of the 
Mayo Clinic, I first introduced this treat- 
ment, two and one-half years ago, and 
since then my results have been confirmed 
in numerous medical centers. In the past 
because of the complicated diet involved, 
it has almost of necessity been a hospital 
procedure. However, in the last few 
months with the aid of Dr. Bert K. Keltz, 
the dietary part of the treatment has been 
so simplified as to now be available for 
office patients. Together we will present 
this simplified treatment in the near fu- 
ture. 


So frequently are coccic infections pres- 
ent with those of the bacillary type that 
both must be treated simultaneously. 


COCCIC INFECTIONS 


In treating the acute coccic type of urin- 
ary sepsis measures described for the 
acute bacillary infections should be used. 
In addition .3 gm. to .45 gm. of neoar- 
sphenamine intravenously every five days 
should be given. The neoarsphenamine is 
particularly useful where the infecting or- 
ganism is a staphylococcus or a strepto- 
coccus fecalis. When the infecting organ- 
ism is a streptococcus other than the 
streptococcus fecalis, the results as a rule 
are not satisfactory. In the chronic coc- 
cic infections neoarsphenamine given in- 
travenously every five to seven days for 
four or five doses is of value. This should 
be accompanied by the administration of 
methenamine and some acidifying agent. 
It should be remembered that a chemical 
cystitis or trigonitis may result if the dos- 
age of the methenamine is excessive. 


In the experience of some observers, 
bacteriophage has been successful in com- 
bating infections of the urinary tract. 
Certainly, to be effective, this necessitates 
a specific phage for each particular or- 
ganism, which makes it an expensive and 
impractical procedure. In the cases where 
I have tried this therapeutic measure, the 
improvement, if any, has been slight and 
convinces one that the results do not jus- 
tify the means. 


I do want to emphasize that in treating 


urinary tract infections in the male, reg- 
ular prostatic massage to eliminate the 
prostate as the possible re-infecting fo- 
cus, is most essential. 


To illustrate this point, I should like to 
cite an interesting case of the last few 
months. A druggist from a rather distant 
city in Oklahoma came with a history of 
urinary tract infection during the last 
five years. The infecting organism was 
the colon bacillus; in the two-glass test, 
both glasses of urine were hazy. As is 
usual in this type of case, there was a 
prostitis IV graded on a basis of I to IV. 
Previously he had had a course of pros- 
tatic massage with some improvement of 
the prostitis. However, during a rest pe- 
riod following the prostatic treatments 
the infection in the prostate had increased. 
I convinced the patient he should come to 
Oklahoma City for a period of two weeks. 
He was placed on the ketogenic diet and 
in addition received bladder irrigations 
daily with a 1:8000 solution of potassium 
permanganate and a gentle prostatic mas- 
sage every other day. At the end of ten 
days the urine was clear and microscop- 
ically there was no evidence of any infect- 
ing organisms. There was, however, a 
prostitis Grade III to IV. On his return 
home he was instructed to have a gentle 
prostatic massage and a bladder irriga- 
tion every third day. The urine remained 
free from infection for one month, at the 
end of which time there was a slight ex- 
acerbation of his symptoms and both 
glasses of urine, in the two-glass test, 
were slightly hazy. Again he took a course 
of the ketogenic diet, at the same time con- 
tinuing the prostatic treatments. In ten 
days both glasses of urine were clear and 
microscopically negative. He continued 
the prostatic massage for one month and 
then reported for a check-up of his condi- 
tion. The urine was negative and he had 
a prostatitis Grade I. A letter from him 
six weeks later reported that he was en- 
tirely free from any symptoms. 

This instance is cited to show the nec- 
essity for reducing the infection in both 
the bladder urine and the prostate at the 
same time. Undoubtedly, one acts as a 
source of infection to the other and to- 
gether they make a vicious circle which 
is increasingly difficult to break as 
changes take place in the prostate due to 
the long-standing infection. 


In summing up, let me say that while 
it is true that we have no specific therapy 
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for genito-urinary infections, we do have 
at our disposal a number of therapeutic 
measures and methods which make it pos- 


sible for us now to be of greater service 
to those suffering from such an affliction 
than at any time in the past. 





THE MANAGEMENT OF VARICOSE ECZEMA 
AND ULCERS* 





WILLIAM E. EASTLAND, M.D. 
OKLAHOMA CITY 





In discussing a subject that is as time- 
worn as this, I am keenly conscious of re- 
treading ground that has been well and 
many times covered. Because, however, of 
this constant physical menace afflicting 
a fair number of people, it behooves us 
as physicians to stimulate ourselves to re- 
peated studies in the hope that some good 
may be derived therefrom. 


As the term “varicose ulcers and ec- 
zema” implies, these conditions are de- 
pendent upon varicosities of the veins of 
variable degree. As in all medicine, pre- 
vention is superior to active treatment, 
therefore, if possible, it would be prefer- 
able to control those factors producing 
varicose veins. The underlying causes 
have been attributed to interference with 
the return venous flow, e. g., garters 
long periods of standing on the feet, preg- 
nancy and pelvic tumors. In a series of 
354 reported cases by Jensen’, of the New 
York Hospital, 56 per cent of the patients 
could trace their varicosities to some mem- 
ber of the family. Smith’, of the Mayo 
Clinic, has listed the etiology of a survey 
of 847 cases in sequence as follows: (1) 
pregnancy; (2) occupation; (3) injury; 
(4) febrile disease with secondary phleb- 
itis, and (5) inheritance. 


The mechanics or physical conditions 
pending in varices make an interesting 
study. McPheeters’ and collaborators 
pointed out that the flow of blood through 
varicose veins is slowed or stagnant; 
moreover, when the patient is walking 
“the flow is actually reversed”. Jensen’ 
has stated that the return flow of blood 
is stopped due to the communicating veins 
between the superficial and deep system 
being impaired by virtue of the common 
femoral vein allowing blood to flow into 
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the deep saphenous vein. As a result of 
this disturbed mechanism producing an 
impaired circulation, stagnation ensues 
causing an impaired nutrition and a site 
of lowered resistance, thereby favoring 
the development of eczematoid skin 
changes. In case of a minor injury or a 
blood stream infection, ulceration may oc- 
cur. 

Just how severe either of the above con- 
ditions may be, is determined largely by 
the degree of varicosity and the stagna- 
tion resultant therefrom; the patient’s 
general defensive mechanism is to be con- 
sidered, also. In patients displaying ec- 
zema of the legs in which it is attributed 
to mild varices, it is at times possible to 
obtain satisfactory clinical results by the 
application of suitable local applications 
and bandaging. Locally, the application 
of an ointment containing equal parts of 
1.5 per cent coal tar distillate in a suitable 
base (taroxide number 1), and Lassar’s 
paste in which 1 per cent phenol has been 
incorporated, serves admirably. Such an 
application may be applied once or twice 
daily and then covered with an ace band- 
age. The use of an elastoplast bandage 
is in some cases preferable, e. g., in pa- 
tients who are not able to apply ace band- 
ages properly. The elastoplast maintains 
an equal pressure for one to two weeks 
without changing. 

It is claimed by some workers that by 
tight bandaging over a sufficient period 
of time, small caliber varices can be over- 
come. Clinically, there is reason to believe 
this statement because of cures obtained 
in many cases of eczema and ulcers. In a 
report by Jones, of Ohio, excellent results 
were obtained by local antiseptics and 
elastic stockings as determined by a prac- 
tice of over fifty years’ duration. 

Although it is sometimes possible to ob- 
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tain permanent cures in leg ulcer or ec- 
zema cases in which large varicose veins 
are present, it has been repeatedly seen 
that such conditions are prone to recur 
when the above-mentioned procedures are 
employed. Since such great improvement 
in results obtained by injecting varicose 
veins has been accomplished in the last 
six years, it is now much wiser to utilize 
the method in preference to the less cer- 
tain bandaging method. 


For many years various chemicals have 
been utilized for sclerosing varices. So- 
dium morrhuate was first used in England 
for this purpose and was later brought 
to the United States. Up to the present 
time this drug has been acceptec as most 
successfully fulfilling the requirements of 
a suitable sclerosing agent. It was first 
prepared by Sir Leonard Rogers’ for use 
in surgical tuberculosis. Later it was 
made by Cutting’. It was observed by P. 
B. Kittel’ that a 3 per cent solution intra- 
venously caused a hardening of the vein 
when given in the treatment of surgical 
tuberculosis. Sodium morrhuate is a so- 
dium salt of a fatty acid extracted from 
cod liver oil. This drug has shown its 
superiority on account of its painless ef- 
fect; relative, but not entire freedom 
from necrosis on accidental perivenous in- 
filtration ; efficiency as a chemical irritant 
to the intima and almost complete free- 
dom from systemic reactions. 


In a critical analysis by one investigat- 
or’ in which four variations of sodium 
morrhuate were used in giving 561 injec- 
tions, the following data was obtained: 
(1) chemical composition not uniform; 
(2) therapeutic action not uniform; (3) 
not completely stable in solution; (4) po- 
tency decreases with age; (5) use of local 
anesthetic in solution with sodium mor- 
rhuate not necessary; (6) capable of pro- 
ducing slough. Notwithstanding these 
criticisms, the investigator still ranked 
this drug as the most efficacious of scle- 
rosing agents; however, he believes that 
some fatty acid of a more stable compo- 
sition will be developed. 


In a very recent report by Zimmerman’ 
several cases were cited in which various 
allergic-like reactions occurred. In two 
instances the patients manifested symp- 
toms similar to shock, and in others skin 
reactions. Such a report is significant to 
the extent that in the future we cannot 
have the complete freedom from concern 
in regard to reactions. The incidence of 
reactions is extremely low and up to this 


time does not constitute a serious draw- 
back to this agent. Scratch tests to deter- 
mine sensitization to sodium morrhuate 
were ineffective; however, intradermal 
tests showed reactions in sensitive pa- 
tients. Unfortunately, controls in some in- 
stances were also positive. 


It is interesting to study the physiology 
and a significance of thrombus formation 
which is primarily dependent on chemical 
endothelial destruction. Following this 
chemical injury there is a liberation of a 
ferment from the intima that stimulates 
thrombus formation”. The rate of blood 
flow determines the nature of the throm- 
bus; if stagnant, it results in one com- 
posed of normal proportions of blood and 
is red; if active, it results in a thrombus 
composed of platelets and leukocytes, and 
is white. From the platelets evolve fibro- 
blasts and connective tissue, and finally 
fribrosis of the veins”. Due to the proteo- 
lytic action of disintegrating leukocytes, 
the red thrombus may be absorbed. On 
these physiological facts depends the fu- 
ture course of the thrombus, of which 
more will be said later. 


It has been observed in certain cases 
following the injection of sodium mor- 
rhuate that a perivenitis of a localized or 
rather extensive area along the course of 
the vein might occur. Various opinions 
have been held as to the cause. Meisen, 
McPheeters and Cattel agree that it is a 
chemical phlebitis. Jacques” believes that 
such a perivenous inflammation is due to 
a latent infection localized within the vein 
wall and either chemical injection into the 
vein or surgical ligation may light up the 
old infection. 


A most important question naturally 
arises in work of this character and that 
is in regard to the possibility of recur- 
rences. According to different workers, 
various factors can produce these recur- 
rences. McPheeters’ states that it is nec- 
essary for the great saphenous to be 
thrombosed up to the saphenofemoral 
ring. Others have recommended ligating 
the saphenous vein near the junction with 
the femoral vein; however, Jensen’ found 
no advantage in ligating the saphenous 
vein, but depends on sclerosing solutions 
injected high in the thigh. Hence, it seems 
apparent there is a common agreement 
that thorough fibrosis of the great saphen- 
ous vein materially aids in the prevention 
of recurrence. An inefficient sclerosing 
agent undoubtedly is a definite invitation 
for recurrences. As mentioned earlier in 








this paper, the ultimate behavior of 
thrombi is dependent upon whether they 
are red or white. It was also mentioned 
that white thrombi, which are the pro- 
ducts of an active circulation, are much 
superior in the formation of fibrosis of 
the vein. The practical application of this 
knowledge, according to Theis”, is that it 
is incorrect to have patients at rest fol- 
lowing intravenous injections of the scle- 
rosing agents. Likewise, he objects to the 
binding of the leg with any form of band- 
age following injections, since this pro- 
cedure retards the blood flow. Red throm- 
bi, as all clots, have the quality of retrac- 
tion as they become older. Such a condi- 
tion favors the development of small 
openings between the clot and the vein 
wall that enables the growth of the en- 
dothelial lining to develop where the in- 
jury to the intima has been slight. As this 
process extends, eventually the communi- 
cating vessels which unite the superficial 
and deep venous systems, especially in the 
leg below the knee, restore a partial cir- 
culation. Little by little such a condition 
sets up the circulation in portions of the 
superficial venous system and leads to re- 
currences of varices and the original ec- 
zema or ulcer incident thereto. It has been 
my custom to apply elastoplast or an ace 
bandage following the injection of sodium 
morrhuate. In so doing, I have believed 
that by mechanically approximating the 
venous walls the ensuing fibrosis required 
less production of tissue, thereby reduc- 
ing the amount of time for occluding the 
lumen of the vein. Now, with this dictum 
by Theis, it is possible for me to see that 
some of the few recurrences experienced 
may be due to the application of bandages 
a allowing the faulty red thrombus to 
form. 


The technic of injecting sodium mor- 
rhuate varies considerably with different 
workers. Most commonly the injection is 
given in the most dependent portion of 
the vein that is in the most distal loca- 
tion in the leg. Cooper”, however, injects 
into the highest point in any vein or group 
of veins. Some authors advise one single 
injection a day to be repeated in twenty- 
four to forty-eight hours as necessary, 
whereas, others recommend injecting all 
veins at one sitting. The latter procedure 
invites reactions from large amounts of 
the sclerosing agent. In cases with small 
veins, one to two cc. of the solution will 
suffice, but in large and long veins up to 
five cc. are necessary. Although ten cc. 
can usually be given without untoward ef- 
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fects, it is safer not to exceed five cc. I 
usually begin at the lowest point of the 
vein and inject one or two cc. at one- or 
two-inch intervals in direct proportion to 
the caliber of the veins. Quite frequently, 
in patients living at distances, or for oth- 
er reasons preventing an early return, in- 
jections are given once a week. At each 
visit an attempt is made to sclerose com- 
pletely one or several veins. 


There is considerable variance of opin- 
ion in regard to posture during the injec- 
tion. Some prefer the prone position in 
order to drain the vein and get less dilu- 
tion of the sclerosing agent with the blood 
while others prefer stripping the vein with 
the fingers or mechanical occlusion. The 
application of a tourniquet while the pa- 
tient is standing facilitates vein puncture 
and the tourniquet can be retained in 
place some two or three minutes to pre- 
vent dilution of the agent by circulating 
blood. Other investigators have not seen 
any advantage in allowing the tourniquet 
to remain. My personal preference is the 
standing posture with the tourniquet kept 
in place for several minutes. On the with- 
drawal of the needle, some method of clo- 
sure of the venous opening is necessary. 
Most frequently the application of a snug- 
ly taped square of gauze is made. I pre- 
fer the application of a small pledget of 
cotton which has been immersed in flex- 
ible collodion and then pressed in place 
for ten or fifteen seconds with a tongue 
depressor. Within two or three minutes 
these pledgets can be removed without 
fear of recurrent bleeding. In the event 
elastoplast is then applied a smoother 
surface can be had. 


Some six to ten weeks are usually nec- 
essary to obtain satisfactory results in ex- 
tensive cases of varicosities and propor- 
tionally less in milder cases. This time 
can be diminished when it is possible to 
treat cases at intervals of several days. 

In regard to topical applications the 
same principle is carried out as previously 
mentioned in cases not requiring injec- 
tions. 

Eczema of the legs or ulcers which have 
their origin dependent on perverted phy- 
siology incident to varicose veins nearly 
always heal satisfactorily when the vari- 
ces are properly occluded. In the event 
the valves in the communicating veins are 
incompetent, or the deep venous system 














is not functioning properly, the eczema or 
ulcers may be recalcitrant. As a whole, 
however, the injection treatment in these 
cases is an extremely satisfactory method. 
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SUMMER DIARRHEA IN BABIES 








Casec (calcium caseinate), which is almost wholly 
a combination of protein and calcium, offers a quickly 
effective method of treating all types of diarrhea, 
both in bottle-fed and breast-fed infants. For the 
former, the carbohydrate is temporarily omitted from 
the 24-hour formula and replaced with 8 level table- 
spoonfuls of Casec. Within a day or two the diar- 
thea will usually be arrested, and carbohydrate in the 
form of Dextri-Maltose may safely be added to the 
formula and the Casec gradually eliminated. Three 
to six teaspoonfuls of a thin paste of Casec and wa- 
ter, given before each nursing, is well indicated for 
loose stools in breast-fed babies. Please send for sam- 
- to Mead Johnson & Company, Evansville, In- 

iana. 


What COCOMALT 


contains 


Prepared as directed (1 oz. of Cocomalt mixed with 
8 ozs. of milk) Cocomalt increases the protein con- 
tent of the milk 50%, the carbohydrate content 170%, 
the fat content 10%, the calcium content 35%, the 
phosphorus content 70% and the caloric value ap- 
proximately 70%. 
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CONGENITAL HEART BLOCK: REPORT OF THE 
THIRD CASE OF COMPLETE HEART BLOCK 
STUDIED BY SERIAL SECTIONS THROUGH 
THE CONDUCTION SYSTEM 





Wallace M. Yates, Washington, D. C.; William G. 
Leaman, Philadelphia, and Virgil Heath Cornell, 
Washington, D. C. (Journal A. M. A., May 19, 1934), 
report a case of congenital heart block in an infant 
boy, aged 18 hours at the time of death. The heart 
in this case is an example of a three-chambered heart 
with one auricle and two ventricles, cor triloculare 
biventriculosum. The auriculoventricular dissociation 
was caused by an anatomic separation of the muscular 
conduction bridge between the auricular and the ven- 
tricular portions of the heart. This anatomic sep- 
aration was of developmental and not of inflamma- 
tory origin. In a case anatomically similar in most 
respects to the authors’ case (case of Bostroem-Monck- 
eberg) the auriculoventricular bundle was unbroken. 
Monckeberg demonstrated a similar preservation of 
the conduction pathway in the nearest related anom- 
aly, persistent ostium primum, in which there is a 
large defect in the lower part of the interauricular 
septum. Morison found a rather anomalous course 
of the conduction system in a heart with the same 
defect, but apparently conduction was essentially nor- 
mal. Yater, Barrier and McNabb studied the heart 
of a woman, aged 59 at the time of death, who had 
had Adams-Stokes attacks for nearly three years and 
in whose case electrocardiographic records showed 
progressively increasing degrees of heart block dur- 
ing this time. The heart had a persistent ostium 
primum but the course of the conduction system was 
essentially normal. The acquired heart block was due 
to fibrosis, apparently from strain, of the upper edge 
of the interventricular septum, where the bundle of 
His was located. The reason for the almost constant 
preservation of the muscular connection between the 
auricles and ventricles probably lies in the fact that 
the special bundle appears in the fifth week of fetal 
life, whereas the membranous separations between the 
auricles and the ventricles and between the ventricles 
take form between the seventh and the tenth week. 
The bundle is preserved between the posterior en- 
docardial cushion and the posterior portion of the 
annulus fibrosis. In the authors’ case these struc- 
tures fused, and muscular communication between the 
auricles and the ventricles was destroyed in this re- 
gion and in all other portions of the auriculoven- 
tricular junction where normally no communication 
is preserved. 





UNDULANT FEVER DUE TO BRUCELLA OF THE 
PORCINE TYPE—BRUCELLA SUIS: REPORT 
OF A MILK-BORNE EPIDEMIC 





C. P. Beattie, Selma, Currie, Midlothian, Scotland, 
and Raymond M. Rice, Council Bluffs, lowa (Jour- 
nal A. M. A., May 19, 1934), present their observa- 
tions of a milk-borne epidemic of undulant fever of 
thirty cases. Of these patients, twenty-seven obtained 
their milk from the same dairy. The dairy, from a 
herd of twenty cows, supplied approximately eighty 
households; in eighteen of these, cases of undulant 
fever developed. Brucella suis was obtained in blood 
culture from six of fourteen patients and from the 
milk of one of the cows in the herd. The epidemic 
ceased thirteen days after the stoppage of the sale 
of milk from the dairy. There is a greater virulence 
of Brucella suis than of Brucella abortus. The pos- 
sibility of milk containing Brucella suis must be con- 
sidered, 
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EDITORIAL 
PROFESSIONAL CONSCIENCE 











_ There are three elements to a profes- 
sional conscience, the profession, society 
and oneself. 


Conscience, like other elements of per- 
sonality, may develop or deteriorate ac- 
cording to the amount of training or ex- 
ercise given. In this day we hear many 
speak lightly of this very essential element 
of professional life and it would appear 
that in some instances the conscience had 
undergone very decided retrogressive 
changes. A question of right and wrong 
developing in one’s mind is evidence that 
the conscience still exists and the degree 
of virility can be determined by the con- 


clusion reached and subsequent action of 
the individual. 


In the consideration of the right and 
wrong of any professional action we 
should take into account the members of 
our profession first collectively. Will our 
action cast an uncomplimentary reflection 
upon the profession as a whole? Will it 
in any way lower the standard that we 
should all try to maintain? Then we should 
next ask ourselves the question: Will we 
injure in any way an individual colleague? 
This may be done by direct attack or the 
even more despicable innuendo. 


Next for our consideration is the social 
element of conscience. Our duty to society 
is plain and must be ever kept in mind in 
the formulation of our conclusions. 


Lastly we have our obligation to our- 
selves. 

Pride (not conceit) is very necessary 
for the maintainance of a high standard 
of living and pride cannot last in the face 
of actions carried out against the dictates 
of a well developed conscience. Be true 
to yourself. 


Take into consideration the above facts 
and it will never be necessary to consult 
with anyone as to the right or wrong of a 
procedure and the question of medical 
ethics will be solved in quite a satisfac- 
tory manner. 


ty. 


1935 MEETING 





At the meeting of the committee on 
general arrangements, for the annual 
meeting, held in Oklahoma City June 26th, 
the dates for the 1935 meeting were set 
for May 13th, 14th and 15th. The Skir- 
vin Hotel was selected as headquarters, 
with Dr. Henry H. Turner, Oklahoma 
City, as General Chairman. 


Early announcement of these dates is 
made to avoid conflict with other organ- 
ization meetings and.so that the member- 
ship may mark their calendar and begin 
to make arrangements for attendance. 


ra’ 


LEGISLATIVE ACTIVITIES 





A meeting of the Legislative Com- 
mittee was held in Oklahoma City July 
6th with all members present. It was first 
decided that an organized effort would 
be made to contact all candidates for the 
Senate and House of Representatives be- 
fore the run-off primary, to ascertain 
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their position relative to the outlined pro- 
gram of legislation, proposed by our as- 
sociation. It was further decided that 
each Councilor would be placed in charge 
of his respective Councilor district and 
requested to complete this survey. This 
proposed program is as follows: 


1. The enactment of a Basic Science 
law which would provide that all who con- 
template practicing the healing art be re- 
quired to pass a Basic Science examina- 
tion in certain elementary sciences, i. e., 
anatomy, chemistry, physiology, bacteri- 
ology and pathology. 


2. An amendment to the medical prac- 
tice act for the protection of the people 
and the medical profession. 


3. The establishment of a State Board 
of Health, which is provided for in the 
constitution of our state, but for which 
no statute has been written making it ef- 
fective. 


4. An enactment that will remove all 
state institutions, particularly the state 
medical school and state hospitals, from 
the possibility of political interference or 
control. 


5. The taxpayers’ money be used only 
for the medical care of the indigent sick 
in hospitals located in the counties and 
state hospitals. 


As to how thorough this canvas has 
been it is impossible to say at this time, 
as the return from the Councilors is not 
complete, but it is hoped that by this meth- 
od we will be able to fairly determine the 
attitude of the next legislature as to med- 
ical legislation, before the legislature con- 
venes the first of the year. 


, 





REPORT OF THE OKLAHOMA DELE- 
GATES TO THE AMERICAN MEDI- 
CAL ASSOCIATION FOR 1934 


At the outset may we, “your delegates,” 
express our pleasure in having at a num- 
ber of our sessions the wise counsel of 
the President and Secretary of the Okla- 
homa State Medical Association, Dr. Le- 
roy Long, Sr., and Dr. L. S. Willour. Both 
of these gentlemen were busy observing 
transactions in the National Legislative 
body and planning for a better state asso- 
ciation and a better Journal. 

Heretofore state secretaries and editors 
have not been allowed in the executive 
sessions of the American Medical Asso- 
ciation, but at our next meeting at At- 
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lantic City we believe provision will be 
made for their presence. They, above all 
others, should be and are the most inter- 
ested in these matters, and are in a po- 
sition to do much good by the proper ap- 
plication of first hand facts. Of course 
non-medical secretaries should not be al- 
lowed in executive sessions. 


Other members of our association are 
welcome in all meetings, except the exe- 
cutive sessions, and we delegates will be 
delighted to have you with us. 


The Cleveland auditorium, wonderfully 
designed for such a meeting, housed all 
scientific and commercial exhibits, and 
all of the scientific sections. The House 
of Delegates held its sessions at Head- 
quarters Hotel. 


The resolutions, by the House of Dele- 
gates of the Oklahoma Medical Associa- 
tion, requesting the officers of the Amer- 
ican Medical Association to study the 
problems of providing indemnity insur- 
ance for its members, was presented to 
the House of Delegates of the American 
Medical Association and referred to the 
Board of Trustees for study during the 
year, and we will have their report at the 
Atlantic City meeting next spring. 


If members of our State Association, 
who in the future have resolutions they 
expect to present to the House of Dele- 
gates of the American Medical Associa- 
tion, would have a conference with your 
delegates to that body, it will aid us in a 
mutual understanding of matters to be 
presented. 


The most important matter considered 
in the House of Delegates at the Cleve- 
land session and probably the most im- 
portant matter considered by this body in 
the history of organized medicine in 
America, was the question of “Socialized 
Medicine’. Socialization of medicine, with 
health insurance, was instituted in Eng- 
land in 1914, and many countries in Eu- 
rope have it in one form or another. Aft- 
er resolutions presented by both, the Mich- 
igan Delegates and Board of Trustees of 
the American Medical Association of 
studies made in England and other Eu- 
ropean countries, the House of Delegates 
of the American Medical Association ap- 
pointed a committee of five (one of your 
delegates served on this committee) to 
study and report its findings. The con- 
clusions of the committee were that health 
insurance and socialized medicine had 
never been found to be satisfactory, or 
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of benefit to the public or medical profes- 
sion in any country. 


The declaration of principles for guid- 
ance of the association as reported by that 
committee are given briefly; the points 
were: 


1. The features of medical service in 
any method of medical practice should 
be under the control of the medical pro- 
fession. No other body or individual is 
legally or educationally equipped to exer- 
cise such control. 


2. No third party must be permitted to 
come between the patient and his physi- 
cian in any medical relation. All respon- 
sibility for the character of medical serv- 
ice must be borne by the profession. 


3. Patients must have absolute freedom 
to choose a legally qualified doctor of med- 
icine who will serve them from among 
all those qualified to practice and who 
are willing to give services. 


The method of giving the service must 
retain a permanent, confidential relation 
between the patient and a “family physi- 
cian”. This relation must be the funda- 
mental and dominating feature of any 
system. 


5. All medical phases of institutions in- 
volved in the medical service should be 
under professional control, it being un- 
derstood that hospital service and med- 
ical service should be considered separ- 
ately. These institutions are but expan- 
sions of the equipment of the physician. 
He is the only one whom the laws of all 
nations recognize as competent to use 
them in the delivery of service. The med- 
ical profession alone can determine the 
adequacy and character of such institu- 
tions. Their value depends on their op- 
eration according to medical standards. 

6. However the cost of medicine may 
be distributed, the immediate cost should 
be borne by the patient able to pay at the 
time the service is rendered. 


7. Medical service must have no con- 
nection with any cash benefits. 

8. Any form of medical service should 
include within its scope all qualified phy- 
sicians of the locality covered by its op- 
eration who wish to give service under 
the conditions established. 


9. Symptoms for the relief of low in- 
come classes should be limited strictly to 
those below the “comfort level” standard 
of incomes. 


10. There should be no restrictions on 
treatment or prescribing not formulated 
and enforced by the organized medical 
profession. 


Our President in his address to the 
House of Delegates of the American Med- 
ical Association endorsed extension post- 
graduate courses now in operation in 
many states as it is in our state. 


If any member of our association should 
like more detail on any transaction in the 
House of Delegates of the American Med- 
ical Association, one of your delegates will 
undertake to furnish same; if for a par- 
ticular study. one of us could loan you full 
detailed report of transactions which we 
will receive soon from American Medical 
Association headquarters. 

W. ALBERT COOK, 
MCLAIN ROGERS, 
HORACE REED. 


ray 
Vv 











Editorial Notes — Personal and General 








DR. C. DOLER and family, Clinton, have returned 
from a vacation in Tennessee. 





DR. C. H. GUILD and son, Shidler, are vaca- 
tioning on the lakes in Minnesota. 





DR. OMER H. JONES has moved from Vienna, 
Mo., and located at Kinta, Oklahoma. 





DR. AND MRS. B. B. ROBERTS, Erick, spent their 
vacation in Tennessee and Kentucky, during July and 
August. 

DR. AND MRS. FRED REWERT, Bartlesville, 
spent two weeks in July, in Green Mountain Falls, 
Colorado. 





DR. J. T. LOWE, Mangum, has been appointed 
County Health officer of Greer County and has as- 
sumed his duties. 





DR. AND MRS. C. W. BESON, Claremore, have 
returned from a vacation spent in Washington, D. C., 
New York, and Canada. 





DR. AND MRS. FRED H. CLARK, EI Reno, have 
returned from a six weeks’ sojourn at San Diego, Los 
Angeles and San Francisco. 





DR. R. L. MITCHELL and son, Muskogee, have 
returned to their home after visiting in North and 
South Carolina, New York and Chicago. 





DR. AND MRS. W. K. WEST, Oklahoma City, 
have returned to their home after touring Engiand, 
Scotland, Belgium, France and Germany for the past 
three months. 





DR. AND MRS. C. E. BEITMEN, Pawnee, have 
returned to their home after a visit of six weeks 
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in the East. Dr. Beitmen attended clinics in New 
Orleans and New York. 





DR. W. L. MATTISON, formerly of Chicago, an- 
nounces that he is associated with Dr. I. L. Cum- 
mings, Ada. Dr. Mattison is a graduate of the medi- 
cal school of Northwestern University, Chicago. 


oO 
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DOCTOR BENJAMIN ALEXANDER OWEN 





Dr. B. A. Owen, prominent physician of 
Perry, died July 17th in an Enid hospital fol- 
lowing an illness of about ten days. 


Dr. Owen was born in Richmond, Virginia, 
June 14, 1875. He received his early education 
in the public and private schools of Powhattan 
County and the City of Richmond, graduating 
from the Virginia School of Pharmacy in 1899. 
He then attended the Medical School of Vir- 
ginia. This was followed by admission to 
practice by the Medical Board of West Vir- 
ginia in which state he practiced medicine for 
two years. He then entered the Maryland 
Medical College of Baltimore from which he 
graduated with the degree of Doctor of Medi- 
cine in 1905. Returning to West Virginia he 
went on with the practice of medicine until 
1910, when he came to Oklahoma, locating at 
Perry. 


Since coming to Perry Dr. Owen has been 
continuously associated with the medical asso- 
ciations of the county, state and nation. He has 
served several terms as president of the Noble 
County Medical Society. He has been County 
Superintendent of Public Health since 1920. 


He is survived by his wife and son and four 
sisters. 


Funeral services were in charge of the Ma- 
sonic Order with interment at Perry. 











DOCTOR JAMES LAMBERT MELVIN 





Dr. James Lambert Melvin, Guthrie, Okla- 
homa, died in Bartlesville, Oklahoma, July 24, 
1934. Dr. Melvin was born June 1, 1856, 
graduated at Creighton Medical College, Oma- 
ha, Nebraska, 1896; practiced for three years 
in Nemaha, Nebraska, then removed to Guth- 
rie, Oklahoma, where he practiced continuously 
until 1933, when he retired. He had been a 
member of the Logan County Medical Society, 
also president of the society; was physician of 
the federal prison at Guthrie since 1900. He is 
survived by his widow and two daughters, Mrs. 
Howard S. Browne of Ponca City, Oklahoma, 
and Dr. Elizabeth M. Chamberlin of Bartles- 
ville. 














News of the County Medical Societies 











SOUTHEASTERN OKLAHOMA MEDICAL AS- 
SOCIATION elected the following officers at their 
meeting in Talihina, June 26th: President, Dr. G. W. 
West, Eufaula; Vice-President, Dr. F. P. Baker, Tali- 
hina; Secretary-Treasurer, Dr. John A. Haynie, re- 
elected. 





MUSKOGEE ACADEMY OF MEDICINE held 
their mid-summer meeting July 12th at the Muskogee 
Town and Country Club. Clinics were held at the 
Oklahoma Baptist Hospital at 10:00 o'clock A. M., 
with the following out of State doctors in charge: 
Dr. C. E. Burford, St. Louis, on “Urology”; Dr. E. 
H. Carey, Dallas, on “Ophthalmology”; Dr. A. E. 
Hertzler, Halstead, Kansas, on “Thyroid, General 
Surgery.” 

At 1:30 at the Country Club the following program 
was presented: 

Dr. E. H. Carey, “Glaucoma.” 

Dr. C. E. Burford, “Bladder Neck Obstruction.’ 

Dr. A. E. Hertzler, “Office Treatment of Goitre.”’ 

At 8:30 P. M., the guest speakers presented the 
following program: 

Dr. C. E. Burford, “Bladder Neck Obstruction.” 

Dr. A. E. Hertzler, “Office Treatment of Stomach 
Trouble.” 

Dr. E. H. Carey, “Ocular Manifestations of Nasal 
Origin.” 





BLAINE COUNTY MEDICAL SOCIETY met in 
regular session June 21st, at Watonga. Dr. A. B. 
Chase, Councilor for the Fourth District, spoke on the 
proposed “Basic Science Law,” and its advantages. 
Dr. Geo. H. Garrison, Oklahoma City, read a paper 
on “Some of the Troubles and Problems Encountered 
in Children”; Dr. W. W. Wells, Oklahoma City, read 
a paper on “The Care of the Breasts Before and 
After Delivery”; Dr. H. Coulter Todd, Oklahoma 
City, gave a paper on “The Discharging Ear from a 
General Practitioner's Viewpoint.” 





JACKSON COUNTY MEDICAL SOCIETY met 
June 22nd at Altus, and the following program was 
presented: “Diagnosis and Differential Diagnosis of 
Appendicitis,” by Dr. W. G. Husband, Hollis; “Medi- 
cal Treatment of Appendicitis,’ by Dr. E. S. Crow, 
Olustee; “Surgical Treatment of Appendicitis,” by Dr. 
John Allgood, Altus; “Complications from a Rup- 
tured Appendix,” by Dr. R. H. Fox, Altus. 


o 
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ELECTROSURGICAL OBLITERATION OF THE 
GALLBLADDER (SEVENTY-FIVE CON. 
SECUTIVE, UNSELECTED, CASES 
WITHOUT MORTALITY) 








Max Thorek, Chicago (Journal A. M. A., July 21, 
1934), states that failures and fatalities in classic 
cholecystectomy are frequently due to bile leakage, 
as a result of an inability to obliterate and cover the 
gallbladder bed, which contains bile capillaries and 
often larger ducts, in from 15 to 25 per cent of cases. 
Drains invite bile seepage. A method is described 
which effectually seals these y age by electrocoag- 
ulation. A sterile, hyaline, dry protective layer is 
substituted for a raw, unprotected surface. The fal- 
ciform ligament is superimposed over this area. Drain- 
age is entirely omitted. A series of seventy-five con- 
secutive, unselected cases were thus treated without 
a fatality. 














4 
o 


ie 





A 


] 
] 


rae" 






o9 
ty 


"a"a", 'a"a"a" aa", a" 


"4 





— 





* 


~~ 





EYE, EAR, NOSE and THROAT 


Edited by Marvin D. Henley, M.D. 
911 Medical Arts Bidg., Tulsa 


~ + 


Importance of Cephalalgia in Ocular Diagnosis. Ben- 
jamin L. Gordon, M.D., Atlantic City, N. J. Arch- 
ives of Ophthalmology, May, 1934. 


To the ophthalmologist the cranial pain is much 
more important and pointed than to the man in gen- 
eral medicine. There is a great divergence of opin- 
ion as to the exact extent the eyes play in cephalalgia. 
European ophthalmologists ridicule the idea of sev- 
enty-five per cent of all headaches being caused by 
ocular disturbances; which is the assertion of some 
men in this field. This paper includes charts and 
drawings with a brief history of the various theories 
of cephalalgia, from the time of the Talmud to the 
present, with the author's observation of some thir- 
teen hundred and thirty-nine patients. He does not 
believe that neurosis is the cause of the majority of 
cases of headaches, although a neurotic may or may 
not complain of headache. They are more apt to suf- 
fer from headache if an abnormal ocular condition 
is present. Ocular headache is located in the extra- 
cranial muscles and is due to an abnormal nervous 
condition in the eye itself. Since four of the twelve 
cranial nerves go entirely to the eye, and three have 
branches to the eye, it follows that there is a close 
connection between abnormal ocular muscles and ab- 
normal innervation. When the ocular nerves are nor- 
mal, refractive errors do not cause headache but may 
cause such local symptoms as congestive disturbance 
of the eye and lids, fatigue, pain in the visual or- 
gan and blurring of sight. Cephalalgia is in direct 
ratio to the amount of functional abnormalities of 
the ocular nerves. 

The importance of hereditary cephalalgia is shown 
by the fact that the author found four hundred and 
eighty-five patients out of eight hundred and five 
gave histories of one or both parents suffering from 
ocular headache, with seventy per cent transmitted 
through the mother. Headache is seldom suffered 
by pre-school age children, but generally manifests 
itself in adolescence. In the presbyopic, with the 
usual change of vision, cephalalgia may result from 
eye strain due to inactive ciliary muscles, while in old 
age the absence of headache is due to the generai 
blunting of sensation. 


Astigmatism is higher in females, consequently the 
per cent of headaches is larger among women than 
men. During puberty and menstruation women are 
apt to suffer ocular pain but this does not act as 
a cause of cephalalgia. Long periods of constant read- 
ing or close work, poor light and mental strain are 
contributing factors to cranial pain. Organic diseases, 
retinal irritation and eye strain are the three classi- 
fications given ocular headache. Glaucoma is the 
most important organic disease. Iritis, retrobulbar 
neuritis, choroiditis, retinal irritation and dacryocys- 
titis are other important causes of cephalalgia. Oc- 
currence of headache is also noted in cases of albin- 
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ism, anisometropia, antimetropia, polycoria and ec- 
topia lentis caused by irritation to the visual cen- 
ters. During the latter part of the eighteenth cen- 
tury headache was first connected with eye strain. 
Since that time, through the years of observation and 
investigation the conclusion has been reached that 
cranial pain and many other neuropathologic condi- 
tions are the result of the injurious effects of mus- 
cle imbalance on the eye and nervous system. Both 
the physician and layman are cognizant of these re- 
sults and turn to the oculist in case of persistent 
headache. 


In Europe there is a tendency to minimize the 
ocular origin of cephalalgia and to some extent, that 
thought has spread to this country in recent years. 
The author however believes that removing the head- 
ache from the legitimate place into “the province of 
the psychoneurologist is against the every-day ex- 
perience of the ophthalmologist, who bears witness 
to the complete relief afforded by the correction of 
accommodative and muscular errors in a large ma- 
jority of patients.” Usually ocular pain does not oc- 
cupy the entire cranium surface but may be limited 
to one side and shifting about from time to time. 
The onset and sensations of pain in the ocular head- 
ache differs from the cranial pain brought on by 
other causes. Persons with greatly impaired vision 
are rarely susceptible to ocular headache. In func- 
tional monocularity the same is true because the 
complexity of the fusion sense is eliminated, and the 
muscular adjustment necessary to maintain single bi- 
nocular vision needs no coordination; the visual act, 
therefore, is under less nervous strain. The majority 
of ocular cephalalgias are frontal. If they are low 
and relief is obtained by cessation of prolonged use 
or complete rest of the eyes the etiology is a cer- 
tainty. In cases where the patient finds there is no 
fatigue when only one eye 1s used or when diplopia 
is apparently present, extrinsic muscle imbalance may 
be suspected and Van der Brugh’s test may be tried. 
In some cases it is difficult to attribute headache to 
the eye if the pain is constant and not aggravated 
by the use of the eyes. Although no errors of re- 
fraction are revealed the hyperemic nerve head and 
other ocular manifestations are symptoms of strain. 
There is still another group of patients, not to be 
lightly considered, who have absolutely no abnorm- 
alities but the wearing of glasses produces a psychic 
effect. If all headaches are considered ocular until 
proven otherwise by elimination, a diagnosis may be 
readily made. Headaches caused by nephritis, diges- 
tive disorders, uterine diseases and anemia are the 
most important varities and have more or less dis- 
tinctive characteristics. An ocular examination should 
be given for cephalalgia due to migraine since ocular 
defects are nearly always present. Atropine may be 
used to assure the nature of the pain. Ocular head- 
ache should first be located by refraction which 
brings relief to about ninety per cent of the patients; 
to some as soon as glasses are worn and to others 
a longer time is required. The clinical tradegy of 
ordering glasses for every headache must be averted 
by careful diagnosis. Ocular headache is decreasing 
due to advanced methods of modern ophthalmology 
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and to better care of the eyes given in the public 
schools. 


Vertigo. W. Russell Brain, London. The Journal of 
Laryngology and Otology, March, 1934. 


This manuscript defines vertigo as the sensation 
of a disordered orientation of the body in space. 
This orientation depends upon sensory and non-sen- 
sory afferent impulses derived from a number of 
sensory receptors such as the retina, the ciliary mus- 
cles, the extraocular muscles, the semicircular canals 
and otolith organs, the joints and muscles of the 
cervical spine and propriceptors of the lower limbs. 
The multiplicity of ways in which it is produced 
lends to the difficulty of ascertaining the etiological 
factor. Vertigo as referred to here is designated 
as that in which the ear is involved. The simpler 
forms of aural vertigo may be attributed to blocked 
Eustachian tube, to chronic suppurative otitis media, 
to fistula of the external semicircular canal and to 
the rare acute non-purulent labyrinthitis. Those pa- 
tients presenting Meniere’s syndrome make up the 
largest group in aural vertigo, the pathology of which 
is unknown. 


The typical aural vertigo presents the following 
symptoms: sense of rotation of the patient of his 
surroundings, diminished excitability of the semicir- 
cular canals, disturbance of the cochlear functions 
as evidenced by deafness and tinnitus, nystagmus and 
a tendency to forced movements, pallor, sweating, 
nausea and vomiting. The patient does not lose con- 
sciousness. Diplopia may occur during an attack. 
Atypical aural vertigo presents almost any variation 
of the above symptoms. 


In the diagnosis about eight etiological factors are 
considered. Vertigo may result from lesions of the 
eighth nerve such as acoustic neuroma, localized 
arachnoiditis and syphilitic meningitis. As a rule 
lesions of the eighth nerve do not produce such se- 
rious symptoms as do functional disorders of the 
ear. In the lesions of the pons and medulla we have 
thrombosis of the posterior inferior cerebellar art- 
ery, vascular lesions of the lateral part of the teg- 
mentum of the pons and in disseminated sclerosis a 
pontine lesion probably causes vertigo. According to 
the writer vertigo is not a pathognomonic symptom 
of cerebellar disease. Hyperpiesia is commonly ac- 
companied by vertigo probably due to a disturbance 
of circulation through the labyrinths. 


Intracranial tumors usually give symptoms of in- 
creased intracranial pressure and of a progressive 
focal intracranial lesion in addition to vertigo, which 
is most common when the growth is situated in the 
region of the brain-stem. Head injuries do not as 
a rule produce a rotatory vertigo but more a sense 
of dizziness or unsteadiness with the triad of symp- 
toms, i. e., impaired concentration, irritability and 
nervousness, which characterize a persistent cerebral 
contusion. Sometimes vertigo is an aura of epilepsy. 
However in petit mal the attack is always sudden 
and consciousness is always impaired, the attack is 
brief and recovery is rapid while in aural vertigo 
loss of consciousness is extremely rare, recovery slow 
and a sense of instability persists for hours if not 
days. 

One theory of migraine is that it is due to a spasm 
of the arterioles. Such a spasm may involve the ret- 
ina producing a retinal thrombosis. The vertigo, if 
present with migraine, is thought to be caused by 
a spasm involving branches of the internal auditory 
artery or the arteries supplying the vestibular cen- 
ters. The common complaint in neurosis is the feel- 
ing as though the legs were giving away and the 


patient is in danger of falling. He finds his dizzi- 
ness difficult to describe. 


For the medical treatment of aural vertigo luminal 
is recommended. For the surgical treatment a di- 
vision of the eighth nerve has been done in a small 
number of cases with gratifying results. 


Genuine Ozena. Dr. Harry L. Pollock, Chicago. The 

Laryngoscope, May, 1934. 

Pollock takes exception to the statement that ozena 
is comparatively rare and finds that his case records 
show a large proportion of patients to be natives or 
descendants of natives of southern and southeastern 
Europe. Spanish publications show this condition to 
be very prevalent there. In this country there is 
much confusion in regard to the therapeutics and 
etiology of this disease as is evidenced by the differ- 
ent papers of prominent rhinologists. The profes- 
sion usually does not view this disease with alarm 
because it does not require the initiation of life- 
saving measures. The incidence is about five times 
more frequent in females than in males. The most 
frequent age of occurrence is in the second decade 
of life but has occurred as early as two years and 
rarely over forty-five years of age. In regard to the 
etiology there are a number of hypotheses, none dis- 
tinctly proven, which seem to point definitely to the 
fact that heredity plays an important part in the per- 
petuation of this disease. It may be that the disease 
itself is not transmitted from one member of a fam- 
ily to another member but there is a familial pre- 
disposition as evidenced by the tracing of this disease 
through several generations. It is probably an in- 
herited lack of development of the bones and mu- 
cosa of the nose. The bony framework of the nose 
is not fully developed and associated with changes 
in the cartilage results in a saddle nose with a deep- 
seated nasal root, a wide flat dorsum and the apex 
tilted upwards. The nostrils are relatively wide and 
the soft parts thickened. According to the author 
these points characterize the so-called ozena type of 
nose. Numerous attempts to actually transmit this 
disease to animals such as dogs, cats, etc., have been 
failures. Equally unsuccessful have been the-attempts 
to inoculate fellow human beings even when an emul- 
sion of the secretion was injected under the mucus 
membranes of the nose. This would seem to prove 
conclusively that the disease is not infectious. 


Various forms of medication, local and constitu- 
tional, are mentioned as used by different men but 
according to the author these are of no avail. He 
states that permanent relief is based on the principle 
of the narrowing of the intranasal space. The at- 
tempts to produce this result have been by apposi- 
tion of the lateral wall of the nose with septum or 
by a submucus implantation of a substance in the 
septum so that it will be thicker and the intranasal 
space so reduced. After experimenting with various 
substances for the implant, ivory was settled on as 
the one giving the most satisfactory results. He de- 
scribes his method of preparing and inserting the im- 
plants to which he attributes a great deal of his suc- 
cess. Different palliative measures give only tem- 
porary relief. An extensive pee a dating from 
1875 up to the present day is appended. 


Lingual Thyroid Gland. Henry B. Perlman, M.D., 
icago. Archives of Otolaryngology, May, 1934. 


The embryology of the thyroid gland is again re- 
viewed. We are reminded in this article that a ven- 
tral invagination of the pharyngeal entoderm just an- 
terior to the first branchial cleft gives rise to the 
thyroid gland. The anlage is first a hollow tube, 





300 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


the distal part of which becomes solid and is de- 
pendent with the trachea. As it progresses down- 
ward it is divided into two parts as does the thyro- 
glossal duct. The thyroglossal tract atrophies and 
we have the lateral lobes and isthmus of the thyroid 
land. The progress downward of the anlage may 
o interrupted at any point and then we have lin- 
gual, sublingual, suprahyoid, infrahyoid, pretracheal 
or normal and intrathoracic glandular masses depend- 
ing upon the point of interruption of the descent. 
The rarest site of this anomaly is in the lingual re- 
gion. 

The first case was reported in 1869. This occurs 
eight times as frequently in females as in males. The 
local symptoms are the same as those of any benign 
tumor at the base of the tongue and if the mass is 
large enough there will be dyspnoea. The mere pres- 
ence of a lingual thyroid gland is not an indication 
for surgery. If there is actual obstruction then some 
means of relief must be inaugurated. It must be 
determined whether the mass is an outgrowth of the 
true thyroid or an accessory growth. Steps must be 
taken to find out whether or not the body is receiv- 
ing the products of a normally functioning gland. 
If there is an absence or deficiency of thyroid tissue 
in its normal situation, complete removal of the lin- 
gual thyroid gland is definitely contraindicated. Pu- 

rty, menstruation, pregnancy and menopause pro- 
duce a change in the size of the tumor mass. 


Three cases are mentioned and two are reported 
with history, physical examination, laboratory tests 
and treatment. One patient had a basal metabolic 
rate of minus 10, and the other a plus 18. Surgery 
was recommended in the case with a plus 18 meta- 
bolic rate. The patient, age 55, a male, did not re- 
turn and enter the hospital as advised. The chief 
complaint of the other patient, age 43, a female, was 
her inability to swallow, although liquid barium passed 
normally as shown by roentgenograms. Because of 
this continued complaint further roentgen examina- 
tions were done and the report was: Under fluoros- 
copy there were normal muscular movements present 
during the act of swallowing; considerable difficulty 
(nervousness? hesitation?) was evidenced in swallow- 
ing a solid bougie of barium sulfate and gelatin. 
Only by direct pressure of the finger applied to the 
bougie over the base of the tongue was the patient 
able to swallow it. Certainly no obstruction was pres- 
ent. This patient was assured that no surgery was 
necessary and that she would be able to swallow 
normally in time. After a period of about four 
months she was suddenly able to swallow without 
any discomfort. Illustrations accompany the report 
which present two distinctly different types of lingual 
thyroid gland. 
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Knee-joint Visualization. A Roentgenographic Study 
With Iopax. Douglas Boyd, M.D., Highland Park, 
Ill. Jour. Bone and Joint Surgery, July, 1934. 


The author uses a fluid called iopax which has 
been used for sometime by Dr. Geza de Takats in 
visualization of arteries, and in the Clinic of Mich- 
aelis in Germany, reported in 1931. lopax, readily 
soluble in water, rapidly mixes with the watery fluids 
present in the joints. It was used on ambulatory pa- 
tients with knee joint symptoms for the purpose of 
making X-ray visualization of the synovial membranes 
and joint surfaces, Aseptic surgical technic was used. 


The solution was autoclaved thirty per cent iopax, 
dissolved in five-tenths per cent novocain. Injection 
was made directly into the suprapatellar pouch, from 
the lateral aspect of the joint at a level of the superior 
— of the patella, using about 40 to 60 cc. of the 
luid. 


The author quotes a number of case studies from 
Michaelis and from Northwestern University Medical 
School Arthritis Clinic. In some of his own cases, 
he found in villous synovitis, some cases of hyper- 
trophic arthritis and infectious arthritis which were 
relieved of pain temporarily and in a few cases 
permanently. There was a local pain and forty-eight 
hour of reaction but no permanent symptoms of dis- 
turbance to the knee joint. In joints without effusion, 
salt solution was used before the injection and then 
withdrawn. This was for the purpose of making 
certain of the position of the needle. He made some 
experimental studies on the joints of dogs and found 
the only change was injection of the small blood 
vessels on the anterior aspect of the synovial lining 
beneath the patella, five days afterward, but no cellu- 
lar exudation. 


Seven of his patients had no unfavorable reaction 
and in one case some of the injected fluid was placed 
outside the synovial sac with no serious discomfort. 
He commented that one should have a good ac- 
quaintance with the X-ray appearance of knees so in- 
jected before giving a dogmatic interpretation of the 
roentgenograms. He thinks the method has diagnostic 
value, particularly in separating the chronic arthritic 
knee from those joints which might more readily yield 
to surgical treatment, namely the doubtful displaced 
cartilages, loose bodies, the true hypertrophic syno- 
vitis, and erosions of the weight-bearing surfaces of 
the cartilage. He believes it also of value in the 
diagnosis of early syphilitic and tuberculous joints, 
as well as in a more complete study of certain old 
traumatic conditions of the knee. 


lopax is secured from Schering and Gatz. 





Recurrent Dislocation of the Shoulder. Toufick Ni- 
cola, M.D., New York City. Journ. Bone and Joint 
Surgery, July, 1934. 


This paper is limited to further observations on the 
operation of recurrent dislocation of the shoulder, 
which the author first described in 1929. (Abstrac- 
ter's note: The Nicola operation has been reported 
very favorably by a great many orthopedic surgeons 
and although somewhat technical the end results are 
usually very satisfactory). The author says that each 
case should be studied very thoroughly in respect to 
pathology, which may be divided into three groups, 
bony, capsular and muscular. His technic is: 


1. Incision begins just outside of the coracoid and 
passes downward for two and one-half inches in the 
line of the fibers of the deltoid. 


2. The deltoid fibers are divided by blunt dissec- 
tion. At this point the circumflex nerve and artery 
may come into view crossing the wound. If so, care 
should be taken to avoid injuring them. 


3. The tendon of the long head of the biceps is 
located by feeling for the bicipital groove. The ten- 
don is then exposed up into the shoulder joint by 
dividing the transverse humeral ligament, which holds 
the tendon in the bicipital groove, and by splitting 
the capsule in the line of the fibers continuous with 
the transverse humeral ligament. 


4. The tendon of the long head of the biceps is 
divided about one inch below the cut margin of the 
transverse humeral ligament after first fixing the 
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proximal and distal parts. The elbow is flexed at 
about forty-five degrees. 

5. By means of a quarter-inch drill a hole is made 
through the head of the humerus, beginning in the 
bicipital groove about one inch distal to the lesser 
tuberosity. The hole comes out on the articular head 
of the humerus in the line of the direction of the 
tendon near the edge of the articular cartilage. 


6. A flexible probe is passed through the tunnel 
from the proximal end, threaded with black silk which 
is attached to the proximal part of the divided tendon. 
The tendon is then drawn through the tunnel and 
united to the distal part by means of the black silk 
which was passed through the tendon before it was 
divided. 


7. The arm is abducted to a right angle and the 
transverse humeral ligament is sutured to that part 
of the tendon of the long head of the biceps which 
lies in the bicipital groove. 


8. The transverse humeral ligament and the capsule 
are sewed with continuous No. 1 plain catgut sutures. 


9. The shoulder is put up in a simple Velpeau 
bandage reinforced with adhesive plaster, with the 
arm close to the chest and the elbow flexed to forty- 
five degrees. This position is maintained for two 
weeks and immobilization is maintained for six weeks. 


10. Radiant heat, massage and active movement may 
bé carried out later. 


The author made some experiments on normal 
tendon to test the tensile strength of the live tendon 
on the long head of the biceps and found this tendon 
would hold as much as 6,910 to 7,810 pounds per 
square inch. 





Non-Tuberculous Infections of the Spine. Armitage 
Whitman, M.D., New York City, and Raymond W. 
Lewis, M.D., N. Y. City. Journ. Bone and Joint 
Surgery, July, 1934. 


The authors mention the numerous infections of 
the spine, including osteomyelitis, osteoarthritis, 
typhoid arthritis, lues, Neisserian infection, fungus in- 
fections, undulant fever and unclassified infectious 
arthritis. They state it is sometimes very difficult to 
recognize and classify from the X-ray and clinical 
study. They quote an article by Smith, directing 
attention to a benign form of osteomyelitis which is 
very difficult to distinguish from tuberculosis. He re- 
ported four cases which he believed to be non-tuber- 
culous spine infections. 


The authors bring out, in the case reports, the pecu- 
larities of the symptoms of the four cases in which 
they proved to their own satisfaction that there was 
a small sequestrum lying in the tissues near the nu- 
cleus pulposus and in one case near the right trans- 
verse process of the fifth lumbar vertebra which at 
first produced a necrosis similar to tuberculosis but 
healed by bony spurs bridging across the interverte- 
bral spaces. 
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The Reinforcement of Their Sclerogenic Effects by 
the Association of Liquids Employed for Curative 
Fibrosis of Varices: Benzoate of Sodium (Cumul 
de Leurs Effets Sclerogenes par I'Association des 
Liquids Employes pour la Fibrose Curative des 
Varices: Le Benzoate de Soude). By G. Delater 
and M. Chailly, La Presse Medicale, June 23, 1934. 


Endeavoring to evolve a method that would be 
less painful, more nearly free from untoward effects, 
and at the same time satisfactory from the stand- 
point of the principal purpose—the sclerosing effect 
upon the two inner tunics of the vein—a mixture of 
equal parts of 40 per cent sodium salicylate and 40 
per cent sodium ocndine usually not more than 
34 cc. of each solution, well mixed, is injected 
at one time. 


Benzoate of sodium is endowed with much less 
activity than salicylate of sodium, but it is an in- 
teresting clinical fact that when the solutions of the 
two are used together they seem to reinforce each 
other in the production of sclerosis—and this with 
less discomfort. 


Comment: The technique is not discussed, but it 
is understood that no treatment of this character 
should be undertaken without a knowledge and 
practice of the essential technique. 


—LeRoy Long. 


Hyperparathyroidism, From The Journal of the Amer- 
ican Medical Association, April 21, 1934, page 1276, 
by Fuller Albright, Joseph C. Aub, and Walter 
Bauer, Boston. 


Most of the cases of hyperparathyroidism so far 
in the literature have represented the classic form, 
i. e., osteitis fibrosa cystica. This type of the dis- 
ease is rare and offers no diagnostic difficulties. The 
authors’ object in this paper is to point out that there 
are other forms of hyperparathyroidism which are not 
rare pathologic curiosities but conditions that every 
practitioner will not infrequently meet. The seven- 
teen cases that form the basis for the paper were all 
studied in the Massachusetts General Hospital and 
a parathyroid tumor was removed in each instance. 


Pathology 


Hyperparathyroidism is a disease that is usually 
due to a functioning adenoma of one or more of the 
parathyroid glands. As a result of the increased pro- 
duction of the hormone, there is a disturbance in the 
metabolism of calcium and phosphorus. The early 
measurable manifestations of this disturbance are an 
increased serum calcium level, a decreased serum 
phosphorus level, and an increased excretion of both 
elements in the urine. 


Bones: The bones are the only storehouse for cal- 
cium and phosphorus in the body, so that this in- 
creased loss in the urine, other things remaining 
equal, leads to a demineralization of the bones. The 
bones become porous and fibrosis occurs. Clefts may 
develop in the fibrous areas and enlarge until they 
form cysts with fibrous walls. Benign tumors of bone 
tissue with giant cells occur. The disease at this ad- 
vanced stage with cysts and tumors has been called 
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von Recklinghausen's disease of bone or osteitis fi- 
brosa cystica. 


Duration of Disease 


Whereas the disease may produce a fatal issue— 
usually from renal involvement—it probably smoul- 
ders on for years in the majority of cases, crippling 
but not killing. 


Symptoms Due to Hypercalcemia: post as hypo- 
calcemia causes an increased excitability of nerve- 
muscle apparatus (tetany), so hypercalcemia causes 
the opposite. Hypotonia, lassitude, constipation and 
other similar manifestations are often present and 
are related to this effect of hypercalcemia. 


Symptoms Due to Skeletal Involvement: These 
symptoms vary in severity from the case showing 
absolutely no bone symptoms to the case in which 
the skeleton becomes practically nonexistent. A spon- 
taneous fracture is often the event that first calls at- 
tention to the underlying disease. Bone tenderness 
and bone pain, usually called arthritis, neuritis and 
the like, have in most instances been present long 
before. Bone deformity is a late manifestation. Loss 
of height and kyphosis is sometimes seen. Bone tu- 
mor due to an underlying cyst may be an early man- 
ifestation. This is especially apt to occur in the jaw 
and may be treated as an epulis for years before the 
underlying condition is recognized. 


Symptoms Related to Hypercalcinuria and Hyper- 
phosphaturia: Polyuria and polydipsia are present in 
almost all cases and are usually attributed to the 
increased excretion of calcium and phosphorus. Renal 
colic or some other manifestation of nephrolithiasis 
may be the first and only symptom. One patient 
had all the symptoms, signs and laboratory manifes- 
tations of Bright's disease. The authors are inclined 
to believe that hyperparathyroidism will turn out to 
be a fairly common cause of urinary stone, and that 
in the future the case in which there is a stone and 
no bone disease will be the commoner type of hyper- 
parathyroidism. 


Before operation an effort should be made to lo- 
calize the position of the tumor. In two cases in their 
series the tumor was visible in the anterior mediasti- 
num by rotengenograms. The tumor often lies in close 
proximity to the esophagus, so fluoroscopy during the 
administration of barium by mouth might be of help. 


Laboratory Data. Serum Calcium and Serum 
Phosphorus: Once the diagnosis is suspected, its con- 
firmation or exclusion depends on the chemical lab- 
oratory. Hyperparathyroidism is almost unique in 
giving the combination of a high serum calcium and 
a low serum phosphorus level. Instructions are giv- 
en as to the method of taking and examining the 
blood serum. The authors are of the opinion that 
the examination of the blood serum is more prac- 
tical and helpful than is the examination of the urine. 


The plasma phosphatase level, probably an index 
to the degree of osteoblastic activity, is elevated in 
hyperparathyroidism in proportion to the amount of 
bone disease and independent to the degree of hy- 
perparathyroidism. 


Operation: The chief operative difficulty is in find- 
ing the tumor. Only two patients in this series had 
palpable tumors before operation. Before undertak- 
ing the operation a surgeon must be more than just 
“a good thyroid surgeon”. He should know the nor- 
mal and possible aberrant situations of the parathy- 


roid glands; he must be familiar with their reddish 
brown color and smooth surface (in contrast to the 
——— surface of thyroid); he must be able to 
ifferentiate them from lymph nodes, collections of 
fetal fat, and thyroid lobules, and he must be pre- 


pared to continue the search, even if this leads him 
into the anterior mediastinum. For the latter reason, 
the surgeon must not undertake the operation until 
he is convinced by the blood chemistry that a tumor 
is present. There is no time like the initial operation 
to find the tumor. The surgeon can expect, given a 
marked degree of hyperparathyroidism, to find a 
sizeable tumor. At first the authors believed by anal- 
ogy with hyperthyroidism that a small amount of tis- 
sue might cause a marked degree of the disease. It 
now seems clear, however, that the tumor tissue is 
no more potent per gram of tissue than normal tis- 
sue. Therefore, except in very mild cases, the sur- 
geon need not stop at every minute body encoun- 
tered. This applies to normal parathyroid bodies as 
well. These must in no case be removed by the sur- 
geon, who is unable to find the tumor, in the hope 
that some good will be done. Such practice only in- 
creases the danger of severe tetany if the tumor is 
later found. 


Unlike thyroid adenomas, parathyroid tumors mold 
themselves surprisingly well into crevices, as between 
the esophagus and the trachea. This means that one 
can be very close to them and still not palpate them. 


We believe with the authors that hypoparathyroid- 
ism following the removal of a tumor may be very 
dangerous. Tetany is most marked in the patient 
with most bone disease and is probably to be at- 
tributed to this fact more than to atrophy of disuse 
in the remaining parathyroids. We see no objection 
in doing a subtotal resection of the tumor. When 
normal parathyroids have been removed at previous 
operations this should, of course, be done. If a sur- 
geon decides on this procedure he should leave be- 
hind, with a good blood supply, a piece of the tumor 
considerably larger than a normal gland. The tend- 
ency, because of experience with hyperthyroidism, is 
to leave too little. 


The surgeon should keep in mind the fact that 
multiple parathyroid tumors do occur. 


Nonsurgical Treatment: There is no successful! 
treatment of this condition other than surgery. Max- 
imum doses of x-ray over the neck have been given 
with no obvious change in the blood or urinary value. 
Treating the tumors of the skeleton with x-ray should 
also be avoided. Whereas it may cause temporary 
benefit to the tumors it will not affect the cysts and 
will tend to increase the fibrosis of the marrow and 
in that way enhance the anemia. 


A high phosphate diet, a high calcium diet, or pref- 
erably both will prevent decalcification. However, 
kidney complications will soon develop. Because of 
the fact that dietary management will not prevent 
kidney damage it is to be avoided. 


Viosterol in large amounts was administered to 
several patients during which time careful metabolic 
studies were done, and no appreciable effect on the 
calcium or prosphorus balances were noted. 


The conditions mentioned under the heading differ- 
ential diagnosis are senile osteoporosis, Paget's dis- 
ease, osteomalacia, solitary cysts, solitary benign giant 
cell tumor, osteogenesis imperfecta, metastatic malig- 
nancy, basophilic.adenoma of pituitary. 


The postoperative course, starting in the first few 
hours after tumor is removed, shows a marked de- 
crease in the output of urine and in the excretion 
of calcium and phosphorus. Tetany may develop if 
the blood calcium falls below 7 milligrams. The 
sudden change from a high blood calcium to a low 
one may cause visual disturbances and may effect 
the mental equilibrium. The time required for blood 
calcium and phosphorus to return to normal prob- 
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ably depends mostly on how much the skeleton has 
to repaired. 


The improvement in symptomatology to be noted 
following operation is extraordinary. Whereas the 
patient's only complaint before operation may have 
been related to a fracture, he not infrequently says 
after the operation that he has not felt so well in 
years. A gain of weight is marked; constipation dis- 
appears; lassitude is replaced by a feeling of energy; 
bone pain and tenderness disappear within a few 
days. 


Comment: Dr. Churchill has operated on these 
cases at the Massachusetts General Hospital. Last 
spring I had the opportunity of seeing him operate 
several cases. He has published an excellent article 
in the February, 1934, S. G. and O. Whereas this dis- 
ease can hardly be called common it must very fre- 
quently be considered when any of a multiplicity of 
symptoms is present. Failure to make the diagnosis 
is regretable in that therapy for it is highly successful. 


—LeRoy Long, Jr. 


Malignancy in Cervical Polys. By Faith S. Fetter- 
man, Philadelphia, Pa. American Journal of Ob- 
stetrics and Gynecology, July, 1934, Page 120. 


This author has presented the subject because of 
the repeated differences in the opinion as to the ma- 
lignancy of cervical polyps seen. 


In reviewing the literature he shows that patho- 
logists agree that malignant degeneration of cervical 
polyps is rare. He reports the experience of a num- 
ber of pathologists who have been impressed by the 
bizarre proliferation of epithelium and the irregular 
epidermization in these polyps, making them suspi- 
cious of malignancy. However, from a clinical stand- 
point, practically none of them have been malignant. 


This author has reviewed the pathological reports 
of 1000 consecutive gynecological cases, in which ex- 
aminations of 100 polyps were found. Ninety-four 
of these were unquestionably benign, and six were 
reported as malignant. The author has detailed the 
history of the six cases so reported. Of these, three 
were associated with carcinoma of the uterus else- 
where, either in the body or cervix. Of the three re- 
maining cases in which there was no associated ma- 
lignancy, all of the cases have remained well after 
treatment. 


The author raises several questions. The first of 
these has to do with whether all cervical polyps dis- 
covered should be removed and examined for malig- 
nancy. For conclusions to this question he quotes 
Schumann: “Malignant degeneration of these essen- 
tially benign tumors is not very common, but it does 
occur with sufficient frequency to justify and war- 
rant the close histological study of every excised 
growth.” 


The second question raised has to do with the line 
of procedure when an able pathologist sends back 
the report, “Suspicious of early malignancy”. He 
asks the question of whether or not one should rest 
upon the belief that a complete removal of the 
growth has sufficiently protected the »atient or wheth- 
er upon the suspicion of malignancy in the polyps, 
irradiation of the cervix should be carried out. 


His conclusion about the second question is to the 
effect that a conference of the surgeon and patholo- 
gist should be had over each case in order to evalu- 
ate the histological picture. He emphasizes the im- 
portance of an especially careful clinical followup in 
the event of simple removal where a suspicious mi- 
croscopic picture is discovered. 


Comment: There is certainly no question but that 
all cervical polyps removed should be carefully ex- 
amined microscopically. In the event that a report of 
suspicious malignancy is returned, certainly a con- 
ference between the surgeon and pathologist is ex- 
tremely important. It is well to add in this direc- 
tion that examination of the sections by several path- 
ologists is also of extreme additional value in doubt- 
ful cases. This certainly should be done before any 
radical measures are carried out, because the treat- 
ment, whether operative or irradiation, for cancer is 
radical treatment, and one should feel absolutely 
sure of the diagnosis before such means are taken. 
Of course, this applies to other suspicious carcinoma- 
tous areas as well as those in cervical polyps. 


—Wendell Long. 





Sterilization of the Female by Coagulation of the 
Uterine Cornu. By Mortimer N. Hyams, M.D., 
New York, N. Y. American Journal of Obstetrics 
and Gynecology, July, 1934, Page 96. 


The author has devised a means of sterilization, 
particularly applicable in those cases where steriliza- 
tion is necessary from the standpoint of constitutional 
defects or abnormalities, where the patient is not a 
good operative risk and sterilization by opening the 
abdomen is a more or less radical measure. 


By the use of an ingenious apparatus fully de- 
scribed, he introduces a metal tip into the uterine 
ends of the Fallopian tubes, where by high frequency 
current coagulation is carried out. This procedure 
can be done in the office; it requires no anesthesia 
or hospitalization, no after treatment is needed and 
the results are effective. 


One month following the coagulation, tubal in- 
sufflation or hysterosalpingorrhaphy is attempted. If 
at that time the tubes are not completely sealed, the 
procedure is repeated. 


The author emphasizes the fact that perforations 
of the uterus or Fallopian tubes are impossible, as 
the sealing of the oviduct is accomplished in the 
uterine cavity. 


He feels very definitely that the procedure should 
not be carried out during menstruation, nor in any 
of the following situations: uterine cavity distorted 
by submucous fibroids, acute or subacute inflamma- 
tion of the pelvic organs, hydrosalpinx, hematosalpinx, 
or pyosalpingitis. 

Comment: Dr. Hyams originated the procedure of 
conization of the cervix by high frequency current. 
By an extremely ingenious device, he now presents 
a method for coagulation of the uterine ends of the 
Fallopian tubes, by the same agency. 


—Wendell Long. 





The Treatment of Tumors of the Ovary. By Howard 
C. Taylor, Jr.. New York City. New York State 
Journal of Medicine, January 1, 1934. 


The author emphasizes the fact that special diffi- 
culty in the treatment of ovarian tumors, as distinct 
from tumors of other organs, arises from the exist- 
ence of many types which differ widely in their ten- 
dencies for further growth and for the development 
of certain complications. This has much to do with 
the selection of the form of treatment which should 
permit every possible conservation of function and 
at the same time avoid the preservation of organs 
which may be a future source of danger. 


The extent of treatment required in a given case 
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of ovarian tumor he outlines as dependent upon four 
variable characteristics: 


1. The tendency to develop to a great size is an 
important consideration in deciding the first ques- 
tion of whether or not to operate. Certain of the 
small, non-neoplastic cysts will remain relatively stat- 
ionary or will regress, while others, such as the 
pseudomucinous cysts, will almost inevitably reach 
enormous proportions. 


2. The tendency to develop various complications, 
particularly torsion, is a hazard frequently sufficient 
to make a decision against delay in operating. 


3. The tendency to bilateral development must be 
the chief guide in determining the advisability of lim- 
iting the operation in a given case to the removal of 
only one ovary. 


4. The frequency of the malignant transformation 
of benign tumors remains a disputed question. The 
author discusses this question at some length. He 
also considers the problem of the aid to the patient 
in relation to the extent of surgical treatment neces- 
sary, but gives the four preceding considerations as 
the most important ones in determining proper treat- 
ment. 


He then divides the tumors of the ovary in the 
following manner: 


1. Non-neoplastic Cyst and Endometriosis 


Corpus luteum and follicle cysts are in most cases 
temporary structures. Because of the relative fre- 
quency of these minor cystic enlargements of the 
ovary, the treatment in young women of cysts under 
three inches in diameter should properly be begun 
by a period of observation before surgery. If such 
cysts are found after the abdomen is opened, the max- 
imum operation should be the enucleation of the cyst 
or a partial oophorectomy. The author points out 
two special circumstances where there is opportunity 
for intelligent conservatism: Firstly, in patients in 
whom cysts of the ovary are found after a previous 
gynecological operation, a second should not be un- 
dertaken until the pathological findings of the first 
has been ascertained, for such cysts as a rule prove 
harmless. Secondly, the *less common situation of 
multiple corpus luteum cysts occurring in associa- 
tion with hydatidiform moles also tend to disappear 
spontaneously after the cure of the uterine disorder. 


The author points out in the question of endome- 
triosis that there has been a recent tendency to rad- 
ical measures. However, in reviewing the literature 
and considering his own experience a conservative 
approach to endometrial lesions of the ovary is de- 
cidedly recommended. He discusses the question of 
the treatment of endometriosis by a partial or a com- 
plete castration dose of x-ray as advocated by some 
gynecologists, but feels that this should not be em- 
ployed unless the diagnosis is first established, which 
rarely is possible until exploratory laparotomy has 
been done. X-ray in endometriosis therefore has its 
chief place in recurrent cases, or in cases with per- 
sistent symptoms after a conservative operation. 


2. Benign Tumors Predominately Unilateral 


This second group of neoplasms which as a rule 
occur as unilateral cysts are usually treated by re- 
moval of the affected ovary only. They include the 
dermoid, the fibroma and the pseudomucinous cyst. 
In these tumors the presence of disease in the second 
ovary is infrequent and malignant change rare. How- 
ever, complications such as great size, torsion, sup- 
puration, and pressure on the surrounding organs are 
so common that surgical intervention is necessary. 


3. Benign Tumors With Bilateral Tendency 


In this group of tumors the author places those 
usually classified as benign but with a strong ten- 
dency to bilateral development and apparently a close 
relationship with the malignant growths. These are 
the papillary cystadenomas. The special liability of 
the opposite ovary to be involved and the difficulty 
of distinguishing these papillary tumors from the 
papillary cystadeno-carcinomas, sometimes even un- 
der the microscope, makes special care in their hand- 
ling necessary. Therefore, he recommends that in 
all cases in which a conservative operation is con- 
templated, microscopic examination by frozen section 
should be made if possible before the abdomen is 
closed, and in all doubtful cases, particularly in wo- 
men over 35 years of age, both adnexae should be 
removed. He recommends particularly that the more 
radical procedure be carried out in certain forms, 
notably those with slender papillae and those with 
papillae on the outside of the cyst than in the other 
ype with coarse, sessile growth on the inner sur- 
ace. 


4. Carcinoma of the Ovary 


The author has divided this subject into three 
phases: (1) Operability. (2) When the abodmen 
is opened how extensive an operation is to be un- 
dertaken. (3) After the operation is complete wheth- 
er x-ray is to be given. 


In the field of operability, the author points out 
that many cases of ovarian cancer are definitely diag- 
nosed only upon opening the abdomen, and this must 
be recognized as usually the first procedure. How- 
ever, because of the high mortality rate in the ad- 
vanced cases two categories should be eliminated 
from the group to be operated upon: (1) In all cases 
of apparently malignant ovarian tumor the possibil- 
ity of growth being secondary in the ovary must be 
considered and operation undertaken only after ex- 
haustive search for cancer in other locations, par- 
ticularly the gastro-intestinal tract. (2) Certain very 
advanced cases with ascites, cachexia, large pelvic 
tumors and upper abdominal masses are readily rec- 
ognized as inoperable, and treatment should be lim- 
ited to external radiation. 


The extent of the operation: When the growth is 
found apparently confined to one or both ovaries, 
there is a general agreement that a complete hysterec- 
tomy should be performed with the removal of both 
appendages. The author emphasizes the importance 
of the removal of apparently uninvolved ovaries in 
this situation, and alsc discusses the question of leav- 
ing the uterus as a holder for the future use of radi- 
um. He emphasizes the doubtful wisdom of the ex- 
tension of the operation to the removal of single 
metastatic lesions from organs outside of the pelvis. 
For example, resections of parts of the bladder and 
the intestinal tract have not given especially favorable 
results. Upon the other hand where a metastatic 
area was involved in the omentum alone certain good 
results have been obtained. He then discusses the 
question of cancer which is widely disseminated on 
the pelvic or general peritoneum where the question 
arises as to whether any surgical procedure should 
be carried out. He states that it is his practice to re- 
move all the carcinomatous tissue possible in the be- 
lief that x-ray may be more effective afterwards, al- 
though this has no sound basis of proof. 


3. Post-operative Radiation 


He feels that in review of their own cases and 
cases from other clinics where simple surgical treat- 
ment of ovarian cancer has been carried out that there 
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is no question but that postoperative radiation ther- 
apy should be given in practically all cases. 


In concluding, Dr. Taylor points out that the prob- 
lem in treatment of ovarian tumors is not primarily 
a technical one, but one of differentiation of the spe- 
cial type, with recognition of the varied potentiali- 
ties of the members of the group. 


Comment: This is a very important subject be- 
cause of the frequency of ovarian tumors, the tre- 
mendous importance of conservation of function, par- 
ticularly in young women, and the equally import- 
ant necessity of removing malignant tumors at the 
earliest possible time. Because of the varied types 
of tumors found in the ovary and the differing de- 
grees of potentiality contained therein, the subject 
of treatment of ovarian tumors is a most difficult one, 
even for an individual particularly trained in this 
field. Dr. Taylor has outlined in a very concise and 
instructive manner a very large and important sub- 
ject. 

—Wendell Long. 


Bloody Discharge From the Nipple (Les Ecoulements 
Sanglants Par le Mamelon). By Jacques-Charles 
Bloch et Mme. Renee B. Wechsler. La Presse Med- 
icale, May 16, 1934. 


In this article the authors insist upon a definite 
distinction between the cases where there is bleed- 
ing from the nipple in connection with a demon- 
strable neoplasm, and the cases in which there is 
bleeding from the nipple without a demonstrable neo- 
plasm. 


In the case of the first group it is obvious that 
radical surgical procedures should be carried out; 
in the second group there is room for doubt, and the 
proper care of this group is the burden of the article. 


When there is no neoplasm present, the discharges 
are very rarely pure blood, but usually serum stained 
with blood—sometimes brownish in color. It fre- 
quently appears in the form of isolated droplets in 
the orifices of the galactiferous ducts, and there is 
staining of the linen. Sometimes it may be necessary 
to make a miscroscopic examination of the fluid in 
order to determine whether it contains blood. 


The evolution is very irregular and Soe. In 
the case of some patients it appears to governed 
a good deal by the menstrual periods. Occasionally 
such discharge appears at the menopause. 


The investigation of the authors led them to be- 
lieve that in practically all these cases of bloody dis- 
charge from the nipple without demonstrable tumor 
there is, nevertheless, the presence of intra-canalicular 
papillomatous growths. Some case reports are pre- 
sented which seem to bear out this conclusion. 


While admitting the possibility of the existence of 
bloody discharge from the nipple over a long period 
of time without demonstrable malignant disease, the 
authors warn of the necessity of bearing in mind the 
possible existence of such a disease, and of the evolu- 
tion of apparently benign papillary growths into ma- 
lignant disease. 


The study of microscopic sections has enabled the 
authors to come to the conclusion that in the group 
where there is bloody discharge without demonstrable 
tumor the pathology occupies a small and circum- 
scribed area near the nipple. With this finding as 
a basis, they have devised a plastic operation through 
which the diseased area is removed, without the re- 
moval of the nipple, and without much, or any de- 
formity of the breast. They insist that this opera- 
tion should be done under a general anesthetic be- 


cause of the difficulties in infiltrating the breast tis- 
sue with an anesthetic solution. 


Comments: While it is well known that bloody 
discharge from the nipple may continue over a long 
period of time without other evidence of malignancy, 
it is a situation that requires careful and wise con- 
sideration. When one visualizes the difficulty in do- 
ing a plastic operation through which all papilloma- 
tous tissue would be removed, one doubts the wis- 
dom of such a procedure. 


I believe that this article is important in calling 
attention to the distinction that should be made be- 
tween the group in which there are demonstrable le- 
sions, and the group in which there are no demon- 
strable lesions. Taking into consideration the distinct 
possibility of malignant evolution, we believe that 
it is best to advise a simple mastectomy in the case 
of all patients who have bloody discharge from the 
nipple without demonstrable lesions. It is, in our 
judgment, far better to sacrifice a breast than to run 
the risk of the development of malignancy in such 
doubtful situations. 


It goes without saying that when there are dis- 
tinct evidences of tumor of the breast, in connection 
with bloody discharge from the nippie, a radical 
mastectomy should be performed, meaning by that, 
not only the removal of the breast, but of the gland 
bearing tissue in the axilla, and, in most cases, the 
pectoral muscles. 


—LeRoy Long. 
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USE OF DIPHTHERIA TOXOID IN IMMUNIZA.- 
TION OF MEDICAL STUDENTS AND 
NURSES 








Alvin E. Keller and Seale Harris, Jr., Nashville, 
Tenn. (Journal A. M. A., June 30, 1934), gave forty- 
six medical students and twenty-six nurses from two 
to four injections of toxoid. Those receiving undi- 
luted toxoid were given three injections at intervals 
of three weeks, beginning with 0.3 cc. for the first 
dose, 0.5 for the second and 1 cc. for the third dose. 
This was the usual procedure with respect to undi- 
luted toxoid except when there was any complaint 
as to the severity of the previous reaction, under 
which circumstances the dose was reduced. The first 
dose of diluted toxoid given to the “reactors” was 
0.2 cc. Each successive dose was usually double the 
previous one unless the reaction was severe enough 
to be of significance. The entire group was retested 
with the Schick and control tests from three to six 
months following the last injection. The results show 
that it is possible to immunize students and nurses 
against diphtheria with diphtheria toxoid without 
producing any undesirable general or local reactions. 
The same procedure can be applied to the civil pop- 
ulation under conditions in which immunization 
against diphtheria is indicated. By testing intraderm- 
ally with a skin test dose of dilute toxoid each per- 
son in the older age groups who has a positive Schick 
test, those individuals in whom a severe reaction 
would occur following a subcutaneous injection of 
toxoid can be detected. These who have a negative 
toxoid skin test can be given the usual dosage of 
diphtheria toxoid, while the dilute should be given 
to those who have a positive toxoid skin test or “tox- 
oid reaction test.” The observations emphasize the 
desirability of using diphtheria toxoid to replace 
diphtheria toxin-antitoxin mixture as an immunizing 


agent. 
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REPORT OF EXAMINATION FOR LICENSES TO PRACTICE MEDICINE 


Examination held at State Capitol, Oklahoma City, June 6th and 7th, 1934. The 
following applicants passed: 


The followin 


is a list of Medical Applicants who took the Oklahoma Board of Medical Examina- 


tion, but since they were graduated since 1933, by rule of the Board, their licenses are withheld until 


recognized 
not be issued until 


internship shall 


have been completed. Therefore the following licenses have not and will 
proof of accredited internship is filed. However, those marked with (*) have eith- 


er completed their internship or were graduated before 1933 and are included in list of Doctors licensed 


for June, 1934. 




















Year School of Year of | Home Address or 
Name of Place of Birth * Gradu- | 

Birth Graduation atten | Previous Location 
Anderson, Haskell R. 1907 Frederick, Okla. |Univ. of Okla, 1934 | Olustee, Okla. 
Appleton, Meredith M. 1908 Buffalo, Okla. Univ. of Okla. 1934 Okla. City. 
Blue, Johnny A. 1902 Ree, Texas Univ. of Okla. 1934 | Okla. City. 
Boswell, Wm. Eugene aoe Leedy, Okla. Univ. of Okla, 1934 Okla. City. 
*Bynum, W. Turner 1910 Okla. City Northwestern 1934 Okla. City. 
Cantrell, David E. 1906 Banty, Okla. Univ. of Okla. 1934 Healdton, Okla. 
Clark, Ben P. 1910 Longton, Kans. Univ. of Okla, | 1934 Okla. City. 
Coker, John Kenner, Jr. 1907 Mt. View, Okla. Univ. of Okla, | 1934 Okla. City. 
Crick, Lioyd E. 1891 Preston, Kan. Univ. of Okla. 1934 Britton, Okla. 
Crockett, Herbert Gillis 1907 El Reno, Okla. Univ. of Okla. 1934 | El Reno, Okla. 
Cunningham, Hugh 1907 [Indiana Univ. of Okla. 1934 Okla. City. 
*DeMotte, Mary A. T. 1902 Phillipsburg, Kan.) Washington Univ 1930 Ponca City, Okla. 
*DeMotte, John Allan 1904 Hopkins, Mo. Washington Univ} 1930 Ponca City, Okla. 
Dunnington, Wm. Glenn 1910 Cherokee, Okla. Univ. of Okla. 1934 Okla... City. 
Evans, Rob't. Erle 1909 Hugo, Okla. Univ. of Okla, 1934 Okla. City. 
Foster, Lloyd G. 1908 Clayton, N. M. Univ. of Okla, 1934 
Fry, Powell Everett 1910 Frederick, Okla. | Univ. of Okla, 1934 Frederick, Okla. 
Ghormley, James Grant 1901 Kans. City, Mo. | Univ. of Okla, 1934 Okla. City. 
Hardman, Thos. Jas. 1910 Tulsa, Okla. Univ. of Okla. 1934 Tulsa, Okla. 
Hargrove, Fred T. 1905 Lockesburg, Ark.) Univ. of Okla. 1934 Antlers, Okla. 
Harms, Edwin Martin 1906 Cordell, Okla. Univ. of Okla, 1934 Okla. City. 
*Hetherington, Lloyd P. 1903 Atwood, Kan. Univ. of Nebr. 1930 Pawnee, Okla. 
Holtz, Harvey Everett 1907 Akron, Kan. Univ. of Okla, 1934 Shawnee, Okla. 
Hoot, Melvin Phillip 1909 Arkansas City, 

Kan. Univ. of Okla, 1934 Okla. City. 

Jenkins, Paul A. 1911 Okla. Univ. of Okla. 1934 Okla. City. 
Johnson, E. Ossip 19038 West Plains, Mo.| Univ. of Okla, 1934 Tulsa, Okla 
Kahn, Bernard 1907 Univ. of Okla, 1934 Okla. City. 
Keller, Grape F. 1892 Ft. Worth, Tex. |Univ. of Okla, 1934 Okla. City. 
Kreger, Glenn Smith 1909 Listic, Penn. Univ. of Penn. 1933 Okla. City. 
Lindstrom, Wm. Carl 1910 Ada, Okla. Univ. of Okla, 1934 Tulsa, Okla 
Lively, Claude E. 1906 Woodward, Okla.| Univ. of Okla, 1934 Okla. City. 
McDonald, Glen W. 1911 Headrick, Okla. | Univ. of Okla. 1934 Okla. City 
Madeley, Howard R. 1909 Stockton, Calif. | Univ. of Okla. 1934 Okla. City. 
Masters, Herbert Alfred 1909 Watonga, Okla. | Univ. of Okla. 1934 Chickasha, Okla. 
Maupin, Clinton 8S. 1908 Waurika, Okla. | Univ. of Okla. 1934 Okla. City. 
Morgan, Vance Frederick 1909 Foster, Okla. Univ. of Okla, 1934 Okla. City. 
Morris, David Gordon 1903 Kansas. Univ. of Okla, 1934 Healdton, Okla. 
Nelson, James M. 1905 Doyle, Ark. Univ. of Okla. 1934 Okla. City. 
New, William Neil 1904 Atoka, Okla. Univ. of Okla, 1934 Guthrie, Okla. 
Owen, Cannon Armstrong 1909 Magnolia, Ark. Univ. of Okla, 1934 Okla. City. 
*Paulson, Alvin W. 1907 Dill Rapids, S. D.| Washington Univ 1932 Okla. City. 
Robberson, Morton E. 1910 Okla. Univ. of Okla, 1934 Wynnewood, Okl. 
Siebold, George Joseph, Jr. 1909 Olney, I. Univ. of Okla, 1934 Okla. City. 
Shelton, Joel 1903 Granite, Okla. Univ. of Okla, 1934 Okla. City. 
Shirley, Edward T. —— Crystal City, Tex.) Univ. of Okla, 1934 Wynnewood, Okl 
*Shorbe, Howard Bruce 1909 Coalgate, Okla. Northwestern 1934 Okla. City. 
Silverthorn, Louis E. 1904 Forest, Ohio. Univ. of Okla. 1934 Okla, City. 
Smith, Haskell 1909 Dustin, Okla. Univ. of Okla. | 1934 Okla. City. 
Smith, Virgil D. 1910 Silverdale, Kan. | Univ. of Okla. 1934 Okla. City. 
Spann, Logan A. 1905 Arkansas. Univ. of Okla. 1934 Okla. City. 
Starkey, Wayne Anthony 1906 Martha, Okla. Univ. of Okla. 1934 Shawnee, Okla. 
Stephens, Frank Gordon 1210 Sapulpa, Okla. Univ. of Okla. 1934 Okla. City. 
Stewart, Oscar Wilhelm 1907 Olustee, Okla. Univ. of Okla, 1934 Okla. City. 
Talley, Edward Evans, Jr. 1905 Driftwood, Okla. | Univ. of Okla. 1934 Okla. City. 
Taylor, John Robert 1905 Hugo, Okla. Univ. of Okla. 1934 Okla. City. 
Ungerman, Arnold H. 1909 Leavenworth, Ks Univ. of Okla. 1934 Okla. City. 
Vanlandingham, Homer W. 1905 Okla. Univ. of Okla. 1934 Okla. City. 
Wallace, DeLoss Arnold 1902 Cedar Vale, Kan) Univ. of Okla. 1934 Okla. City. 
Waters, Claude Bryan 1907 Pawnee, Okla. Univ. of Okla, 1934 Okla. City. 
Waters, Floyd L. 1908 Maramec, Okla. | Univ. of Okla. 1934 Okla. City. 
White, James Halley 1906 Salt Lake City, U! Univ. of Okla. 1934 Wewoka, Okla. 
Williams, Guy Herson 1908 Norman, Okla. Univ. of Okla. 1934 Norman, Okla. 
Wolff, Eugene G. 1901 Waukomis, Okla.) Univ. of Okla. 1934 Waukomis, Okla. 
Zeigler, Joel 1900 Oakhurst, Tex. | Univ. of Okla. 1934 Okla. City. 
Zeigler, Paul 1901 Shamrock, Tex. Univ. of Okla, 1934 Okla. City. 


























